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Ideal for spinal anaesthesia operations because of its smouth noiseless manipulation. 
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easy-working concealed oil pump elevates and lowers table 
top from 31-39". Leg section is also adjusted by oil pump 
controlled by anaesthetist. Substantially constructed and 
beautifully finished. Complete with independent Mayo in- 
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crutches, wristlets, knee crutches, anaesthetist’s screen, sad- 
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To Ail Members of the American Hospital Association— 
Greetings and Wishes for a Happy New Year: 


"Sweet are the uses of adversity," and from the experiences of the past 
three years we have learned much. We have found that much which we 
considered necessary was in effect a luxury. We have learned that we could 
improve our former best. We have learned that we must depend upon 
ourselves. 

The Milwaukee convention showed clearly that the members of the 
American Hospital Association were keenly alive to the gravity of the prob- 
lems which confronted them and that they were intelligently endeavoring to 
develop ways and means of solution. After careful study, the Association 
has recommended the formation of hospital councils as furthering the im- 
provement of hospital conditions in general and has approved the develop- 
ment of plans for group hospitalization through periodic payments as a prac- 
tical method of providing hospitalization for people of moderate means. 

In the United States during the past years, the Association has been 
forced through widespread national movements into the political arena. It 
is imperative that a study of the relationship of tax-supported hospitals to 
voluntary hospitals and a delineation of their respective fields of operation 
be made. A comprehensive plan of hospitalization which will provide for all 
classes of patients, poor, middle class, and well-to-do, without conflict be- 
tween units, must be developed. 

Our future can be controlled by our present acts, guided by past 
experience. We must face the future bravely. We need to have the inquiring 
and persevering mind of the scientist in order to examine our problems 
clearly and without prejudice. We need to have a clear-minded ‘analysis of 
details and an intelligent coordination of effort by administrators with vision, 
in order to direct our way wisely. We need the thoughtful, unselfish humanity 
of the philanthropist to prevent our forgetting that our patients are people. 
We need the energy of youth to attack our problems and the wisdom of age 
to guide our decisions. 

We need faith, hope, and charity. Faith in our Association, faith that 
in union there is strength to solve our common problems by united effort. 
Hope that we may do right as we are given the power to see the right. 
And let us ever have charity and loving kindness for those with whom we 
work and for those for whom we care. 


NATHANIEL W. FAXON, M. D. 
President 
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The Hospitals’ Contributions to the Work 
of the Joint Committee in Washington 


In response to the letter sent out over the signature of President N. W. 
Faxon and accompanied by a letter from Dr. Frederic A. Washburn, 
director of the Massachusetts General Hospital, upwards of 800 hospitals 
have contributed to the support of the Joint Committee’s activities in 
Washington and its representative, Mr. George A. Collins. 

The amount of the contribution asked for was small. The committee 
felt that this support should be well distributed and that a contribution of 
$5 from each of our hospitals would furnish sufficient funds to carry on 
the work of the committee not only for the two months preceding the 
meeting of Congress but for such activities of the committee as might 
later on be undertaken while Congress was in session. 

It is not its purpose, and never has been its purpose, to establish a 
hospital lobby in Washington. The purpose of the Joint Committee is to 
present the case of the hospitals forcefully and clearly. Its further purpose 
is to establish in the rulings of the several departments the fact that 
hospitals are charitable, non-profit institutions devoting their resources and 
their efforts to charitable enterprise and as such should be exempted from 
taxation in any form and should receive all the benefits to which public 
welfare institutions charitable and non-profit in character are justly 
entitled. 

The American Hospital Association acts as trustee of this fund. No 
part of it will be expended for any purpose other than the work of the 
Joint Committee of the three national hospital associations. Hospitals 
which have not already sent in their contribution should do so as soon as 
possible. The value of the service of the Joint Committee already rendered 
and the material advantages which it has secured for our institutions repre- 
sent many times the amount of the small contribution which each hospital 
is asked to make to this very important work. 
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The Work of the Joint Committee in Washington 


The Joint Hospital Committee, headed by the presidents of the Amer- 
ican, Catholic, and Protestant hospital associations, has rendered a material 
service to the entire hospital field. Through the committee’s representative 
in Washington, Mr. George A. Collins, favorable interpretation of rules 
already promulgated by the several governmental departments has been 
secured. Other rules which would have been issued and would have been 
inimical to the hospitals’ interests have been changed to their advantage. 

The committee has secured an agreement for a formula for determining 
the amount to which each hospital may be entitled as a refund under the 
various processing taxes. While the contemplated ruling will result in the 
saving of a considerable portion of the processing tax paid by hospitals, 
the Joint Committee has felt that it should be more liberal to our institu- 
tions, and has requested that the ruling be not issued until the committee 
has had an opportunity to furnish further information in connection with 
the amount of supplies coming under the processing taxes which the 
hospitals use for charitable purposes. The Joint Committee feels that 
the hospitals are entitled to full exemption from the processing taxes on 
the same basis and in the same manner in which tax-supported institutions 
are exempt from such taxes. Hospitals uniformly have devoted a great 
deal of the cost of their operation to the care of charity patients and prac- 
tically all of them either are experiencing serious deficits or have had to 
draw upon their capital funds, endowments, etc., to meet their operating 
expenses. In the voluntary hospitals in this country all income received 
from patients is used in the betterment of hospital services and in increas- 
ing their facilities for the care of the charity patient. 


The Joint Committee is presenting insistent requests for the reimburse- 
ment of the hospitals for the indigent, transient, and unemployed, for 
reimbursement for the care of patients coming under the CWA, and for 
other legitimate support which may be extended by the Federal Govern- 
ment in this emergency, and to which hospitals may clearly be entitled. 

The Joint Committee has secured a ruling to the effect that under 
existing milk codes the hospitals may purchase from the producer on the 
consumer’s basis for all bulk milk not purchased for resale. Through the 
presentation of actual increased costs together with lowered milk con- 
sumption in the Chicago milk shed, and with an explanation of some of 
the abuses which have crept into the application of the code, made directly 
by the Chicago Hospital Association, the Joint Committee, through its 
representative in Washington, and through public welfare agencies, material 
advantages and privileges have been secured which will enable them to 
purchase their milk supply at producers’ prices rather than at distributors’ 
charges. The resulting saving to our institutions in Chicago alone will 
amount to a little more than 4% cents a gallon, without decreasing the 
income of the milk producer in any way. 

At an early date the Joint Committee will arrange a conference with 
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the various departmental representatives, at which it is hoped the position 
of the hospitals will be favorably received and a definite understanding of 
what the hospitals are entitled to will be arrived at. 


The Program of the Council on Community Relations and 
Administrative Practice of American Hospital Association 


The Council has made notable progress in its program during 1933. It 
has outlined the basis of the several studies which its divisions are to 
make, and these studies are moving along with satisfactory speed and 
precision. 

The Division on Hospital Medical Practice, of which Dr. R. C. Buerki, 
of the University of Wisconsin Hospital, is chairman, has contacted and 
arrived at an agreement of codrdinated work and codperation with the 
various national organizations which, with the American Hospital Associa- 
tion, are intimately concerned with this study. 

The Division on Nursing, of which Dr. C. W. Munger, of Grasslands 
Hospital, is chairman, has outlined the studies which his division proposes 
to undertake during the year with the assistance of the National League of 
Nursing Education and other representative nursing organizations. Sub- 
stantial progress in this study has already been made. 

The Division on Hospital Accounting, of which Dr. Basil C. MacLean, 
of Touro Infirmary, New Orleans, is chairman, has laid the groundwork 
for a Manual of Hospital Accounting which will be particularly adapted 
to the needs of the small hospitals. 

A meeting of the Council was held on December 15 in New York which 
was attended by Drs. G. Harvey Agnew, R. C. Buerki, Michael M. Davis, 
Joseph C. Doane, Nathaniel W. Faxon, S. S. Goldwater, Basil C. MacLean, 
C. W. Munger, W. S. Rankin, C. Rufus Rorem, and Frederic A. Wash- 
burn, Father Maurice F. Griffin, and Miss Ada Belle McCleery. Dr. 
Winford H. Smith and Miss Mary Hicks, members of the Council, were 
unable to be present. 

One of the subjects of large importance that received the attention of 
the Council was the work of the committee appointed in December to 
formulate a manual for the guidance of local hospital councils, under the 
chairmanship of Dr. Michael M. Davis. In the preparation of this pro- 
posed manual consideration will be given to the varied needs of communi- 
ties of different kinds. In the larger metropolitan centers, local hospital 
councils have already been organized and are doing efficient work and 
plans are being made in other cities and smaller communities for the 
organization and operation of similar councils. The committee will be 
engaged in the preparation of this manual, together with the outline of a 
suitable constitution and by-laws for local hospital councils and similar 
agencies. 

The chairman of the Council, Dr. Goldwater, was very much interested 
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in having the Council make a study of basic hospital standards, and thought 
valuable service could be rendered by the Council by means of a study of 
hospital standardization under existing laws and perhaps through the 
formulation of the essential principles of local hospital standardization for 
the guidance of states and localities in which legal regulation does not 
exist. In certain states minimum standards are laid down by law and are 
enforced in connection with the granting of state subsidies to hospitals. 
Pennsylvania presents an example of this type of regulation. In other 
states, of which New York is an example, supervision of hospitals is 
undertaken by the state welfare department but state aid is not granted to 
local hospitals. In several other states there is no vestige of supervision 
or control. The chairman at the close of the discussion appointed a com- 
mittee, of which Dr. Doane is chairman, to study this subject of local 
standardization and control. 


The Council adopted resolutions counseling caution on the part of the 
ederal Government in the allocation of Federal funds to municipalities or 
other political divisions interested in new hospital construction. The 
resolutions call attention to the bed vacancies in hospitals already estab- 
lished which have existed for the past three or four years, and to the 
increased burden through taxation or otherwise by the building of addi- 
tional tax-supported institutions. The resolutions advise the greater util- 
ization of the facilities of existing voluntary hospitals and point out the 
serious mistake of building new tax-supported institutions when there are 
150,000 vacant beds in our voluntary institutions. 


The resolutions stress the importance of a thorough investigation of 
local conditions in any community for which a grant of public funds is 
proposed, and suggest that local hospital councils, where such councils exist, 
should be consulted before any definite action is taken in any special case, 
and that, where local councils do not exist, the services of the American 
Hospital Association can be requisitioned. 

The development of group hospitalization plans during recent months 
was reviewed by Dr. Rorem. 

The work of the Council is highly constructive. The researches and 
studies which its divisions are making will constitute an important con- 
tribution to hospital procedure. Progress may necessarily be slow, but 
accomplishment will undoubtedly be sure and satisfactory. In all of its 
studies the Council is cooperating with organizations national in scope 
which are interested in hospital and medical service, with the result that 
its work will enjoy the participation of everyone who is interested in the 
best development of hospital service. 


Sean caEEREERODE 
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Philadelphia in 1934 


HE Board of Trustees takes a great deal of pleasure in announcing 

that the 1934 convention of the American Hospital Association will 

be held in the city of Philadelphia, from September 24 to 28 inclusive. 
The selection of Philadelphia as the convention city was a happy one. It 
has been a center of medical education and of hospital development for 
almost a century and a half. One of the oldest if not the oldest incor- 
porated hospital in the country—the Pennsylvania Hospital—is located in 
Philadelphia, and a portion of the original building is still in use. Its 
fine hospitals will prove of great interest to the delegates who attend, 
while a visit to the historical points in and about Philadelphia will add a 
great deal of pleasure. The last convention of the Association held in 
Philadelphia was in 1916 and those who attended that meeting will recall 
the delightful week spent in this historic old city. 

The last week in September has been selected for convention week. 
There is no finer season along the Atlantic seaboard in the latitude of Phil- 
adelphia than the end of September. The weather is generally cool, free 
from storms, and altogether enjoyable. 


The fine hotel accommodations of Philadelphia lend themselves to a 
pleasant stay in that city. The hotel rates have been reduced to come 
within the reach of all of our delegates. The Penjamin Franklin (the 
largest hotel in Philadelphia) has been selected as convention headquarters. 
The Bellevue-Stratford, the Adelphia, the Pennsylvania, and other excellent 
hotels in the downtown district afford the best of accommodations at sat- 
isfactory rates. 

The convention hall is located just across the street from the campus 
of the University of Pennsylvania and from the Philadelphia General Hos- 
pital. It is a new building, completed within the past two years, with 
spacious convention and meeting halls, and a wonderful layout for the edu- 
cational and technical exhibits. It is about 15 minutes by bus from the 
headquarters and other downtown hotels, and the routes traveled to and 
from the exhibit hall are among the most interesting in Philadelphia. 

Arrangements have been made for cafeteria service at the convention 
hall. 

The 1934 convention promises to be the best attended that the Associa- 
tion has enjoyed since the Atlantic City convention in 1929, The program 
that is being arranged will be complete in every detail and will contain 
many new features. It will bring to Philadelphia every hospital executive 
who can possibly arrange to come, together with all others who are inter- 
ested in the welfare work to which our hospitals are so closely allied. 


[10] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Meeting with the American Hospital Association will be the American 
Protestant Hospital Association, which has arranged its meeting dates 
from September 21 to 24, the American Occupational Therapy Association, 
the Children’s Hospital Association, the National Association of Nurse 
Anesthetists, and the American Association of Hospital Social Workers. 

The educational exhibit promises to be the largest and most interesting 
that has been staged at any time, while the technical exhibit will be com- 
plete in every detail. The advance inquiries from our commercial exhib- 
itors indicate that it will be one of the largest exhibits that the Association 
has had the pleasure to assemble. 

Transportation rates will be very much reduced this year over previous 
years. The good roads leading into Philadelphia and the natural beauties 
of scenery through the mountains will attract many of the delegates to 
automobile travel. 

Every arrangement is being made to have the Philadelphia convention 
set a new high standard for the American Hospital Association convention, 
and at this early date hospital people everywhere should arrange their plans 
so as to attend this convention and enjoy a most delightful vacation on 
the Atlantic seaboard. 


2°, 
o—_-——— 


1933 and 1934 


Whatever misfortunes our people have experienced in 1933, our hos- 





pitals have survived. With all the financial distress which we have 
experienced, fewer hospitals have closed their doors than was anticipated. 
Public support of our institutions has been more widely distributed and 
while large philanthropy has practically disappeared, a vastly larger number 
of individuals have contributed of their limited means to keep our hospitals 
open. 

The care of the sick is a responsibility which the public has definitely 
imposed upon our institutions, and more and more our people realize that 
the closing of their hospitals would be a local calamity, intimately personal 
to each member of the community. The heroic effort of our hospitals to 
survive, keep open their wards, maintain the morale of their communities, 
and contribute to the national recovery is a classic. With all the dis- 
couragement of 1933 the hospitals have their faces toward the East and 
enter the new year with a new hope and a steadfast resolve. 

The time of financial stress for our hospitals has not yet passed. During 
the coming year the hospitals will experience a largely increased cost in 
operation. ood supplies, commodities of staple use in our institutions, 
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instruments and equipment, will all advance in price, which will entail an 
added cost of operation to our institutions of approximately 35 millions of 
dollars over what it was in 1933. To meet this increased cost the hospitals 
look with confidence to material support from their friends everywhere. 
It will be their duty to advise their communities frankly and dispassionately 
of their situation and to encourage on the part of every individual an 
active, personal interest in the work of the hospital and in its support. 

The education of the public as to the worth and work of the hospital is 
vitally necessary to the hospital’s existence. The more people there are 
who arrive at an understanding of the hospital’s problems, the better the 
understanding on their part that the hospital is essential to their com- 
munity happiness and prosperity, as important to their well-being as 
churches, schools, and other public welfare activities, the more widely 
distributed will be the financial support and the more generous will be 


their contributions. 


ee 
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President's Address 


GEORGE F. STEPHENS, M.D. 
Superintendent, Winnipeg Hospital, Winnipeg, Canada 


HE thirty-fifth annual meeting of the American Hospital Association 

finds the hospitals of this continent at the parting of the ways. We 

are in doubt as to which road to take, for we do not know where even 
the most favorable appearing one will lead. We have paid for our years of 
expansion in the frenzied twenties and are sometimes appalled at the 
thought of what the fearsome thirties may have in store for us. 

A review of the past year has been given in the Trustees’ report. There 
are new features and new undertakings which are going to accomplish 
great things for our hospitals, two in particular—the Council on Com- 
munity Relations and Administrative Practice, so ably organized and func- 
tioning under the direction of Dr. S. S. Goldwater, and the Committee 
on Public Relations, whose expansive ideal is the child of Dr. O. F. Ball, 
and which is being carried on under the chairmanship of Dr. M. T. Mac- 
Eachern. These two might appear to conflict, but in actual practice they 
do not, but rather supplement each other. 

Other accomplishments for the year are contained in the reports of the 
various committees of the Association. 

With your indulgence I propose to make some observations on a few 
of our present problems gleaned from 17,000 miles’ travel in attendance 
at various conventions and meetings during the year, together with per- 
tinent quotations on what is happening in some other countries, from 
which we might learn. 

At no time in recent years have we been inquiring so carefully as to 
“why?” and at no time has this inquiry been so productive of good. The 
hospitals, like the individual, find that many things are done without suf- 
ficient reason and might be discontinued, with benefit. The hospital, like 
the individual, must cut its garment according to its cloth—it is doing it 
and doing it well. 

WHAT ARE THE HOSPITALS DOING TO MEET PRESENT CONDITIONS AND 

GIVE SERVICE? 

They are eliminating the non-essentials, or, as the public expresses it, 
“cutting out the frills.” 

How many have said, “We cannot reduce further,” and then have found 
they could. It is wise to leave some space to back-track or someone else 
will be asked, to make these further reductions. 

When the management states, “We have cut to the bone,” it is very 
seldom the case, and even if so, it may be necessary to go through the 
periosteum. 

Read before the American Loong ge eee Milwaukee, 


September 11, 193 
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The administration must have both ears to the ground, at least one eye 
on the weather, his or her nose elevated to sense any impending un- 
pleasantness, close touch with all phases of the work, otherwise he or she 
may feel a severe impact, and have to taste something very unpalatable. 
Economies, such as salary reductions, curtailment of services, elimination 
of non-paying departments, should come from the administrative head 
and not be thrust upon him or her. The original suggestor occupies a 
strategical position. He is always one up. 


We must know our costs. We must know what we can eliminate or 
reduce. The question then is, Have we enough left to operate? If not, 
it becomes an individual problem depending on one’s local situation. Trus- 
tees are trustees only, and while they may do much to augment hospital 
income they can only disburse the money that comes in. If expenditure 
is in excess of income, the result is manifested in the bank overdraft or 
unpaid supply accounts and salaries, or both. It is very nice to make good 
fellows of ourselves at the expense of others, and that is what too many 
hospitals are doing. We should at least have the permission of our cred- 
itors before dispensing further charity. 

Full economies can only be made through conscientiousness on the part 
of each person responsible, which means every member of the organiza- 
tion, for each individual controls some expenditure item, even though it be 
only his or her own time for which the hospital is paying. Each must 
realize the vital necessity for conserving resources, money, time, and ma- 
terial, to the end that the maximum amount of these resources will be 
utilized in essential care of the patient. 

It is assumed that income at present cannot be materially increased. For 
years the various discussions and papers at a meeting such as this have 
had to do with methods of increasing revenue. Little was said about con- 
trolling expenditures. We, the hospitals, like industry, are not paying 
the price. We have established standards of service which cannot be kept 
up and we resent having to reduce these standards. Our main object 
at this time is to hold our structure together, and if it can be done we are 
indeed fortunate. 

How often do we hear the jibe, “All you think of is money, not service.” 
It hurts when we are continually pressed for the former so that we may 
maintain the latter. There may be some truth in the accusation, for when 
on every side our outstanding problem is finance, it tends to permeate our 
being, color our outlook, and find expression in our conversation. 

It is not only the public which needs education on hospital costs and cur- 
tailment. Our doctors may need it quite as much. The same individuals 
who have cut their personal expenses, put up one car, dropped one or 
several clubs, given up their summer home, doubled up in their offices, 
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cut their assistants’ salaries—the same people frequently think that hospital 
service should remain intact, that they should order freely, as in the past, 
desirable but not essential laboratory procedure, repeat x-ray examinations, 
special expensive pharmaceuticals, blood transfusions too late to do good, 
gas instead of ether, and so forth. In many cases it cannot and should 
not be done. I for one believe that the art of medicine is not going to 
suffer as a result of these curtailments, nor will the teaching of the next 
generation of physicians be in any way inferior. We will get back to the 
eyes and the ears and to the touch and the equipment which God has given 
us, and use the laboratory as an aid to diagnosis, for which it was originally 
developed. 


Many of our present expansions, our losing services, and our “white 
elephants” are due to medical staff demand. Now that conditions have 
changed we expect the staff to come through equally positively on curtail- 
ments. In many places they are doing so most effectively. 

This is the time to look about and see what others are accomplishing, 
and this is where such a meeting as this has its greatest value. It is a time 
also to see what other peoples and other countries are doing in the hospital 
field. We are accustomed to assume an attitude of superiority ; we expect 
to be envied. I sometimes wonder if the eulogies we receive and the flat- 
tering comments from visitors are always envy. Sometimes they may be 
expressions of pity wrapped up in a palatable form. 

If I were selecting captions or catch-words in which to epitomize my 
remarks, they would be “simplification” and “codrdination,” as distin- 
guished from “standardization” and “cooperation.” 

This is no reflection on the great work that has been done along these 
lines, but has there not grown up a tendency to accept paper standards as 
a measure of value, and cooperation as existing when others are in agree- 
ment with you? Under the “New Deal” coordination seems to be much 
more effective than codperation. 

In discussing the voluntary hospital with an experienced hospital trustee, 
I asked him for the argument in its favor. He replied, “Because an inter- 
ested group of trustees can run a better and cheaper hospital, and give 
better service and value to a community than a hospital run under any 
ordinary political set-up that exists.” I asked a commissioner of a county 
institution what was the argument in favor of this tax-supported form. 
He replied, “Its form of management is democratic as it is directly under 
the control of the elected representatives of the people who supply the 
funds.” Both reasons are theoretically good. There is an assured future 
for both systems, working harmoniously side by side as they are doing 
in many places at the present time, each hospital to its own scope and 
clientele, with an entire absence of friction. 
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If the tax-paying community can secure an equal or better service at 
an equal or lower cost by contracting with the voluntary hospital for the 
care of its charges, then it behooves that community to do so and save 
money to the taxpaying public through avoiding heavy capital expenditure. 
If it cannot make such a favorable contract, then it behooves the voluntary 
hospitals in that community to take an inventory of themselves and find 
out if they are not amiss. 

It must always be remembered that the responsibility for the care of 
the indigent sick in our midst belongs primarily to the group which, under 
our political set-up, is known as the municipality, the city or county unit. 
Provision should be made for hospital accommodation either in the unit’s 
own hospital or by paying elsewhere. Ownership is unimportant except 
for political and patronage purposes. 

The lay mind, inexperienced in hospital management, sees in its admin- 
istration the ordinary rules applicable to big business. Consolidations, 
mergers, lowered overhead, centralization, and so forth are terms which 
have been bandied back and forward during recent years, though seldom 
heard at present. Some of these proposals are sound and have been re- 
sisted by the hospital authorities too long. Many of them are not sound, 
for there are certain factors in which hospital administration differs en- 
tirely from ordinary business. We are dealing with a group of individual 
patients and their individual needs; we are dealing with a group of indi- 
vidual physicians, each with his individual ideas; there are some non- 
productive departments which must be carried on. None of these factors 
can be adjudged on purely business standards. We can budget expendi- 
ture, but as has been sadly found out in the past four years, few of us 
have had the pessimism to accurately budget revenues. 

Second only to the financial situation is the problem of medical relations 
in hospital, and again much can be done along lines of simplification and 
coordination. 

Here are some extracts from a recent report of a provincial medical 
association—a medical association, remember, not a hospital association. 
Speaking of hospital costs the report says: 

“Hospital charges are not excessive. Dollar for dollar they are justified 
by the importance of the service rendered for them—the salvaging of 
priceless human life. Cost for cost they are justified by the skilled service 
of technical and professional hospital workers. Compare hospital charges 
with charges for similar services in any field. The result will be favorable 
to hospital charges. On the average they are not a burden. They do not 
rest as heavily on the average ‘man in the street’ as movie payments, 
gasoline bills, and amounts usually paid for many other luxuries. The 
factual evidence proves hospital charges fair and reasonable.” We know 
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this is so and we have heard this before, but not from medical authority. 

The report further recommends, “the patient should be constrained to 
enter the class of ward which he can afford.” 

“The medical staff should exercise discretion in prescribing only those 
medical investigations which are really indicated.” 

On the nursing side, “Hospitals should provide nursing facilities ade- 
quate for the average patient.” 

“Payment to student nurses should be reduced at least, on the ground 
that in no other profession are apprentices given room and board. This 
course would entail the abolition of any other labor by student nurses than 
that required in the course of learning their profession.” 

The report goes on to deal with indigent patients and their treatment 
and the responsibility of the municipality; the efforts to reduce cost of 
hospitalization to the individual; and then lays down a series of definite 
recommendations with regard to the relation between the trustees’ board 
and the medical staff. Some of them are familiar, but not as originating 
from the practicing physician; for example: “No complaint of any staff 
member should reach the board except through the medical advisory board, 
nor should any staff member discuss or complain of hospital regulations, 
etc., with the nursing staff or others.” 

A widespread adoption of the principles and practice outlined in this 
report would do much to improve hospital services and medical and public 
relations everywhere. 

In one Canadian province, a Royal Commission on Public Welfare has 
issued its report. The recommendations covering hospitals are such as 
many of us could and would have written, but they would then have 
emanated from a prejudiced source and been of little independent value. 
The commission emphasizes the public ward service as being the basis 
of hospital care, that non-pay patients should be accepted completely as 
a public charge, that the following types of services should be provided: 

Public wards for the use of non-pay patients only. 

Semi-public for patients of limited means desiring to pay their own way 

at a cost not exceeding that of the public ward patient. 

Semi-private wards at a rate not exceeding $1 a day in excess of the 

previous classes. 

Private wards at a range of rates suitable to the demands of the com- 

munity. 

The report also recommends special nurses at the hospital’s rate of pay 
for staff nurses and “group nursing” for those who desire to share such 
service. 

While these recommendations involve official subsidies in that payments 
will be made by Government and municipality, they do not affect the main- 
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taining of the hospitals as voluntary institutions other than to relieve the 
hospital board of financial pressure and leave the individual members free- 
dom for constructive effort. 

It should tend to improve all hospitals and should lessen hospital costs 
to pay patients. 

Owing to financial difficulties this report has not yet been put into effect, 
but it is proposed to have it fully operative as soon as economic conditions 
permit. 

We hear much complaint and criticism over the enormous growth of the 
out-patient departments and our helplessness in controlling them. Let us 
consider the efforts made to restrict these numbers on the part of the Lon- 
don hospitals, as contained in a recent report. 

Among the conclusions and recommendations are some that are of par- 
ticular interest in view of the almost unlimited expansion of out-patient 
service in our hospitals: “the retention and treatment of a large number 
of the non-urgent minor cases should be handled by other agencies”—“the 
present movement on the part of a large number of hospitals towards the 
more consultative use of their facilities in the right direction.’ This is 
particularly true in the best equipped departments. Provision is made 
for the patient who, having consulted his or her own physician, desires a 
second opinion and cannot afford a private consultant, and obviously 
does not obtain the consent of the general practitioner. Other patients, 
of course, should bring a doctor’s letter. 

Then there is the question of sweepstakes so popular in Ireland, but 
in other English speaking countries so frowned on. This question is still 
very much alive all about us and if legalized would, no doubt, prove a 
popular, even though a transient, method of raising funds. 

Hospital pension plans, whereby employees of voluntary hospitals may 
transfer their employment and their pension rights. We are having ex- 
treme difficulty in securing any form of pension plan other than that asso- 
ciated with municipal and county institutions. Any scheme which could 
be made interchangeable would be a benefit to the hospital employee and 
the hospital field. 

We have had the much discussed report of the Committee on the Costs 
of Medical Care which has been debated at length at each state and regional 
meeting held during the year or more since it was issued. You are all 
familiar with the main features and with the recommendations. 

There comes to us from across the water news of another report which 
may prove far reaching in its effects, though not the subject of much 
debate; a report which has been prepared from experience so as to be 
ready with a definite plan if and when called upon; a report based on the 
principle that certain changes are inevitable, certain demands will be made, 
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and the gospel of preparedness will offset political expediency. This is 
the report of the British Medical Association, covering the essentials of 
a medical service for a nation. 

The broad general plan submitted is interesting as intending to provide 
complete health coverage. We may say it does not concern us, but any 
successful plan is bound to have its influence, and it may be that this 
will turn out successfully. 


The considered proposals are as follows (and when the term “con- 
sidered” is used it means that these have passed through the committee 
and council stage of all the divisions of the British Medical Association 
and have had at least a two-thirds majority in the representative meeting) : 

The curative, preventive, and constructive—These are not the three sep- 
arate aims and objects but the three-fold aspect of the same thing. For 
illness experienced creates the demand for protection with regard to the 
future; for illness cured means prevention of possible unfortunate results. 
Prevention and cure in the individual are inseparable. Originally medicine 
began with cure; preventing people from becoming sick was a natural 
sequence; and now follows the newer conception, the constructive aspect 
in the enhancing of the normal, carrying on to the highest possible degree, 
of the spiritual, mental, and physical health of the individual. 

The hospital has its place in this program. Provision is made for re- 
search and progress in the hospital and in the laboratory. The medical 
service is based on a general practitioner for everyone, and on the free 
relationship between doctor and patient. Emphasis is laid on this freedom. 
There must be no one else intervening, neither Government nor orthodox 
authority. There must be freedom of selection on one hand and freedom 
in the method of treatment on the other. This attitude is in accord with 
one of the American Hospital Association’s essential provisions to be 
included in any periodic payment plan for hospital care. 

There must be a complete service which includes provision for consultant 
and ancillary services such as laboratory, x-ray, physical therapy, and so 
forth, and provision for institutional care. This last is regretfully ex- 
cluded from the general scheme for the present as not being practicable. 
The inclusion of institutional care presents insuperable difficulties because 
of the cost, because of the shortage of accommodation, and the collection 
problem. Some would pay under the insurance plan while others on hu- 
manitarian grounds would have to be cared for anyway. 

The report states, “People of moderate means, whether insured or not, 
could only get institutional treatment and pay for it by some system of 
insurance, and as no national system is available, advantage might be taken 
of a satisfactory hospital contributing scheme such as exists now in very 
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many areas.” ‘This is of interest as bearing on some of the present prob- 
lems in this country. Another interesting feature which probably over- 
shadows future developments is that of provision for payment of med- 
ical staffs. Why should physicians render the only free service in the 
hospital? More and more patients are paying a portion of the cost of their 
hospital care. Is it right to suggest that everything in hospital service 
should pass from the voluntary basis excepting the doctor’s fee? 

The cost of maintenance includes payment for supplies, for all essential 
services, why not the doctor also? Experiments are being made through 
the establishing of a staff fund; 20% is the amount it is suggested should 
be taken from all contributions except purely charitable donations. Dis- 
posal of the “staff fund” is entirely at the discretion of the staff. In 
addition this has also the approval of the British Hospitals Association. 

Another interesting feature (and one which is very much to the fore 
with us at present) is the demand for provision whereby a general prac- 
titioner may follow his patient into the hospital, not necessarily every hos- 
pital, but at least a hospital in each district, either through separate open 
wards or by other similar arrangement. In this country our present eco- 
nomic situation has done more to break down the closed hospital than 
any one other thing. 

There is one perennial subject to which I wish to refer—that is, the 
training of hospital executives. 


When I took office representations were made verbally and by corre- 
spondence, asking for a plan. I have attended many meetings and listened 
to many discussions in various parts of the country. As a result I am 
frank to state—or confess—that the solution of this problem is not yet 
clear. It may be that the refresher course which begins next week in 
Chicago will give a lead. It may be advisable to give degrees or diplomas. 
I realize the problem and also its complexity and can only hope that my 
successors may solve it. 
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Hospital Law and Legal Relationships in General 


PROFESSOR WILLIAM H. SPENCER 
Dean, School of Business, University of Chicago 


OU MAY REMEMBER the ancient jest that every man is constantly 
under fire from three relentless enemies: the minister, who attacks 
his soul; the lawyer, who attacks his estate; and the doctor, who 

attacks his body. One less cynically-minded could with some truth reverse 
these statements and describe ministers, lawyers, and doctors as at least 
potential friends of man. 

You may also remember the story of the lawyer who in a peevish mo- 
ment said to a doctor on the witness stand: “It is my understanding that 
doctors bury their mistakes,” to which the doctor replied: “Yes, just as 
the mistakes of lawyers are publicly hanged.” 

THE PROBLEM OF SOCIAL CONTROL 

Human society is merely an organized way of living and working to- 
gether. Business, which in the minds of many is almost coterminous with 
human society, is a pecuniarily organized scheme for producing and dis- 
tributing goods and services which human beings wisely or unwisely want. 
For the accomplishment of its objectives, human society and business have 
developed much complicated machinery and many types of social institu- 
tions. Important among these institutions is, of course, the hospital. The 
tender, merciful services and ministrations of these honorable institutions 
are perhaps in the minds of most people justified solely on humanitarian 
grounds. That they may be justified on this ground, I do not deny, but 
in this connection I wish to point out that one could, if one were forced to 
do so, justify their services on the purely mercenary ground that physical 
well-being attained through the prevention and cure of human disease is, 
in our pecuniarily organized scheme of things, an economic sine qua non 
of inestimable value. It is a national asset without which we could not 
carry on an effective economic life. And if I may be permitted to utter 
an obiter dictum, hospitals and the medical profession must sooner or later 
come to a realization of the necessity of selling, through high class sales- 
manship and well organized advertising campaigns, physical and mental 
well-being as a national asset to the American public as it has never been 
sold before. 

Now it is as absurd to think of this vast complicated society functioning 
without some form of control as it is to think of the heavenly bodies pur- 
suing blind and unregulated courses in space. Control is indispensable to 


Read before the Institute for Hospital Administrators, Chicago, 
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the smooth working of human society. To the extent that these forms ot 
control function ineffectively, or to the extent that some break down com- 
pletely as some have during these dark years of depression, the human 
family suffers. 

DIFFERENT TYPES OF SOCIAL CONTROL 

Many different agencies of social control operate in human society in 
the regulation of its members, institutions, and machinery. Some are un- 
conscious. Some are formal, some informal. Without attempting to 
classify them, mention may be made of customs, conventions, imitation, 
ethics, public opinion, fraternal organization, labor unions, trade associa- 
tions, the family, the church, and the state. The management of a hospital, 
as a human institution, must or should have an awareness of the force, 
scope, and operation of all these various forms of social control. 

Of all these various forms of control shaping the management of human 
enterprises, whether a manufacturing establishment or a hospital, law, an 
instrumentality of the state, stands out most prominently. It is formal 
in its pronouncements. It is conscious in its operations. It is more or 
less drastic in its penalties. It is universal in its appreciation. It is as 
powerful or as weak as the state which stands behind it. 

In my discussion today, I purpose to sketch in broad outline the law as 
an agency of social control particularly in its relationship to hospital man- 
agement. But may I, in this connection, emphasize the fact that legal 
minutiae, as important as they are to the hospital administrator, are not 
as important as a certain point of view—that after all, law is merely one 
form of social control; and that there are others, many of which are much 
more subtle and significant to the hospital administrator than law itself. 

HOSPITALS DEFINED AND CLASSIFIED 

The term hospital is derived from the Latin word hospitalis, indicating 
a relationship to a guest, and historically was an institution for the shelter 
and entertainment of travelers and strangers. In time, of course, it has 
come to mean an institution for the care of the sick and injured. In law, 
hospital is not a technical term; legally it carries substantially the same 
meaning as it does popularly. 

In law, hospitals are said to be either public or private. A public hos- 
pital is one which is established and financed from public funds. It is in 
a sense a municipal corporation, or an agency of one. It continues to be 
such even though it receives some private support and donations. A pri- 
vate hospital, on the other hand, is one which is established and financed by 
private funds. The fact that such an institution receives some financial 
aid from state or city does not, however, alter its character as a private 
institution. A private hospital, even though it has facilities, is under no 
legal obligation to minister to the needs of all who apply for care and 
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treatment. A public hospital, however, as any public institution, such as 
a municipally owned water, light, or power company, must within the limit 
of its facilities and services treat all members of the political unit which 
it represents in substantially the same manner. A public hospital, like a 
public school, may make reasonable charges for its services. Its charges, 
however, must be fair, impartial, and non-discriminatory. 

A more important distinction is that between a charitable and non-char- 
itable or profit-making hospital. This distinction is important, first, be- 
cause in all states, | think, a charitable hospital, as an educational or any 
other eleemosynary exempted institution, is to a greater or less extent ex- 
empted from the payment of taxes; and second, because to a considerable 
extent, the liability of a hospital for the negligent conduct of its servants 
and agents depends upon whether it is a charitable or non-charitable in- 
stitution. 

Whether a given hospital is a charitable or non-charitable institution 
depends upon the construction of its charter. In one case the court says: 


“The law requires that if the corporation is organized for pecuniary profit, it 
must set forth in its articles the amount of capital stock, and the number of shares 
into which the same is divided with the amount of each share, which shall not exceed 
$100.00. This the defendant did by stating its capital stock to be $100,000 divided 
into 1,000 of $100.00 each.” 


The court said that this was decisive of its non-charitable character, 
remarking that the principal features of charitable corporations are “that 
they have no capital stock, and that their members can derive no profit 
from them.” 

The mere fact that the hospital charges for its services does not fix its 
character as a non-charitable institution. In a Missouri case, the court 
said: 

“It appears from the pleadings in the present case that the whole object of the 
institution is charity. Nobody connected with it can derive a profit from the work 
carried on there; any profit [Court should have said income] is applied exclusively 
to the charitable purposes of the institution, and every part of the building is used 
exclusively for a hospital. The object being clearly charitable and exclusively so, 
we are unable to see any reason for holding that the purpose is not purely charitable, 
within the meaning of the law.” 


Apparently a majority of courts take the view that hospitals conducted 
by industrial firms for their employees are charitable in character, although 
from the point of view of an industrial firm conducting one it is negatively 
carried on for profit insofar as early and adequate hospital care of sick or 
injured employees reduces costs of management, and insofar as such at- 
tention tends to lower the amount of damages or compensation to which 
employees are entitled for injuries “arising out of, and in the course ot, 
their employment.” 

ORGANIZATION AND MANAGEMENT 
A hospital, in the absence of some statutory prohibition, may be carried 
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on either by an individual enterpriser or by two or more persons as part- 
ners. More commonly, however, hospitals are conducted in corporate 
form. 


The power to create corporations, whether for profit or non-profit, 
resides in the legislative branch of the Government. In modern times, 
legislatures in the exercise of this power have passed various types of 
general incorporating laws, in terms of which eligible persons may under 
the general supervision of some administrative official of the state incor- 
porate. In most states there is a general law providing for the incorpora- 
tion of business corporations and another general law providing for the 
incorporation of non-profit institutions. 

In Illinois hospitals and other eleemosynary institutions may be incor- 
porated under a law which in part provides: 


“Societies, corporations, and associations not for pecuniary profit may be formed 
by three or more persons, citizens of the United States, who shall desire to associate 
themselves for any lawful purpose other than for pecuniary profit, and who may 
make, sign, and acknowledge articles of incorporation and file them in the office of 
the Secretary of State, stating their title, the location of the office by street and 
number, the particular business or object for which formed, the number of trustees, 
their names and addresses. Thereupon the Secretary of State will issue to the signers 
a certificate of organization which must then be recorded in the office of the recorder 
of deeds in the county in which the organization has its principal office.” 


Similar laws exist in practically all states. In some the determination 
of charitable purposes is left entirely to the officials with whom the articles 
of organization are filed. In other states, as in New York and Massachu- 
setts, the purpose must have been investigated and approved by some 
administrative board such as a Board of Charities. I am informed that in 
states where such approval is necessary, the preliminary investigation is 
usually of a rather perfunctory character. 

In a few states, particularly the older states, the statutes under which 
charitable institutions may be organized place a limit upon the amount of 
property which an eleemosynary institution can hold. These provisions 
are a survival of the mortmain statutes of England which were enacted 
at a time when Parliament feared that unless something were done to check 
the trend, title to all the land in the kingdom would eventually rest in the 
Church. 

The articles of incorporation or organization usually vest the manage- 
ment of the institution in a board of trustees, directors, managers, over- 
seers, or whatever they are called in a given jurisdiction. These officials 
exercise their managerial powers by formulating general policies and by 
delegating their administration to ministerial officers, such as managers, 
supervisors, and superintendents. ‘These officials, within the limits of the 
by-laws adopted by the overseers for the management of the institution, 
may redelegate their authority to sub-officials of their own choosing. 
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LOCATION OF HOSPITALS 


The physical location of a hospital frequently presents an embarrassing 
legal problem. In states where zoning statutes have been enacted and held 
constitutional, the problem is solved to a considerable extent on a general 
basis. Aside from such statutes, the matter of the physical location of a 
hospital is determined or limited by the common law doctrine of private 
and public nuisances. 

A nuisance has been defined as a “wrong arising from an unreasonable 
or unlawful use of a house, premise, or property to the discomfiture, annoy- 
ance, inconvenience, or damage of another.” There are relatively few 
property uses which are nuisances per se. But a property use, perfectly 
lawful in itself, may become a nuisance if it is carried on at an unreason- 
able time, is an unreasonable manner, or at an improper place. There are 
several cases, for instance, in which courts have held that it is improper 
to establish and operate a lying-in hospital in a strictly residential section 
of a city. 

Whether the location of a hospital in a given place is a nuisance is a 
question of fact to be determined in the light of the time, manner, and 
place of the operation, and the nature of the community in which it is 
located. Indicative of the general attitude of courts with respect to the 
location of a hospital is this statement from a North Carolina case: 


“It is not a sufficient answer to a person whose property has been injured or 
destroyed to say simply that the act complained of was done in the exercise of the 
police power for the preservation of public health. It cannot be said, no matter 
how comprehensive the power, that a municipality might locate a pest-house in the 
midst of a thickly settled neighborhood, or that the power to erect a pest-house 
carries with it the further power to locate it at a place where it will injure others. ... 
And in determining whether there has been a proper or an unwarranted exercise 
of discretion in locating a pest-house at a particular place, regard must be had to 
the location itself, the present necessities of the particular case, and other pertinent 
facts and circumstances.” 


TAXATION OF HOSPITALS 

Of great concern to hospital administration is the matter of taxation. 
Every sovereign Government enjoys the inherent privilege and power of 
taxing persons, property, and activities within its jurisdiction for the pur- 
pose of raising revenue to establish and operate those things, the operation 
of which cannot safely be left to private enterprise, such as furnishing 
highways, harbors, police protection, and fire protection. 

Accordingly we start with the fundamental principle that all persons 
and property should bear their equitable portions of the cost of government. 
But all Governments for one reason or another, sometimes good and some- 
times bad, have lightened the burden of taxation of some persons and 
property, and in some cases have entirely exempted them from contribu- 
tions to the financial support of public undertakings and services. 
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For reasons of policy all states to a greater or less extent exempt the 
property of charitable hospitals from taxation. The Constitution of Illinois 
provides that “the property of the state, counties, and other municipal cor- 
porations, both real and personal, and such other property as may be used 
exclusively for charitable purposes, may be exempted from taxation, but 
such exemption shall be only by law.” Under the authority of this con- 
stitutional provision the legislature of the state has enacted a statute which 
provides that “all property of institutions of public charity, all property 
of beneficent and charitable organizations, whether incorporated in this 
or in any other of the United States, and all property of Old Peoples 
Homes, when such property is actually and exclusively used for such 
charitable or beneficent purposes, and not leased or otherwise used with a 
view to profit” shall be exempt from taxation. Similar constitutional and 
other statutory provisions exist in other states for the benefit of hospitals 
and other charitable institutions. 

Property of non-charitable hospitals is, generally speaking, subject to 
taxation to the same extent and in the same manner as the property of any 
corporation or business organized for profit. This is true even though 
the hospital does a considerable amount of charity work. 

On the other hand, all real and personal property of hospitals organized 
for eleemosynary purposes, when used for the designated charitable pur- 
poses, is, under these constitutional and statutory provisions, exempt from 
taxation. This is equally true of securities, a form of personal property, 
the income of which is exclusively used in charitable work. Real property 
proper, however, which is leased or used for making profit is subject to 
taxation, even though the income or revenue is devoted to the maintenance 
and support of the hospital. As one court says of such property, “It is 
only when the property itself is actually and directly used for charitable 
purposes that the law exempts it from taxation.” The burden of estab- 
lishing the conditions under which the hospital is entitled to exemption 
from taxation rests upon the hospital claiming it. 

In earlier years, administrative officials, courts, and legislatures were 
generous in their interpretation of these provisions for tax exemptions in 
favor of charitable organizations. There are many charitable corporations, 
incorporated under special acts in early years, which possess highly-prized 
tax-exempt charters, relieving them of the necessity of paying any general 
taxes. More recently, however, as public expenditures have mounted and 
as the difficulties of raising public revenue have increased, states, under 
pressure of public opinion, have been compelled to adopt a stricter attitude. 
During the past two or three years, many complaints have been made that 
too much property is escaping taxation on this score. Some have sug- 
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gested that the state should entirely reverse its policy of granting tax 
exemptions to any institution for any purpose. 
HOSPITALS AND POLICE POWER 

Another problem which confronts hospital administration is adjusting its 
managerial policies to the police power of the state. 

Police power is the power of a Government to pass reasonable regulations 
to promote the health, safety, and morals of the people. Under this power 
a state or a subdivision thereof may pass a law regulating the location of 
hospitals, their construction, sanitation, and ventilation. They may regu- 
late the dispensing of narcotics and require the use of certain preventives 
under designated conditions. These and numerous other types of general 
police regulations the state legislature or city council may pass provided 
they are reasonably necessary in the promotion of the health, safety, or 
morals of the people. 

In most states all hospitals, public and private, charitable and non-char- 
itable, are placed under the general supervision of some administrative 
official or board. This too is a police regulation, designed to see that a 
hospital is being managed by competent and honest officials and that in its 
management it is complying with the standards of health and safety set by 
the state. In many states, the board of health is given the power to license 
hospitals and to revoke these licenses for cause. When licensure is a con- 
trol device, it is required of charitable as well as of non-charitable institu- 
tions. When, however, licensure is merely a revenue device, char- 
itable institutions are exempted from it. In other states the visitorial 
powers of the state are exercised by a Board of Charities or similar or- 
ganization. 

LIABILITY OF HOSPITALS 

A problem of grave concern to hospital administration is the extent to 
which hospitals are answerable for torts and breaches of contract. 

The liability of hospitals arises either out of contract or out of tort. A 
contract is an agreement which the hospital voluntarily enters into, based 
upon a consideration and for some lawful object. The liability in this 
respect is the same as that of any normal person or any corporation. The 
hospital, in other words, for a breach of contract, whether it be with a 
patient, a physician, an employee, or a tradesman, is answerable for dam- 
ages to the same extent and in the same manner as any normal person, 
whether natural or juristic. 

The liability of a hospital in tort presents a much more perplexing prob- 
lem, not only because courts have to some extent departed from the usual 
principles of tort liability in these cases, but also because the very nature 
of the work of the physician and the hospital develops many situations 
of this kind. 
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A tort is a legal wrong, causing damage to one’s person, property, repu- 
tation, or social and economic relations, for which the appropriate remedy 
is an action for damages. Liability in contract is voluntarily assumed ; 
tort liability is imposed on a person for reasons of public policy, irrespec- 
tive of his consent. 

There are many different torts, such as assault, battery, deceit, libel, 
slander, and trespass, but the tort which creates most embarrassment for 
the hospital administration is one which is ordinarily called negligence. 

The term negligence has been differently defined by different writers. 
One writer says that “for present purposes we may define negligence as 
an improper regard of one for the safety of the person or property of 
another.” Another says that “negligence, therefore, essentially consists 
in the mental attitude of undue indifference to one’s conduct and its con- 
sequences.” It is frequently said that negligence is a failure to exercise 
the care of an ordinary person. Again it is said that negligence consists 
in a breach of legal duty to exercise a proper degree of care for the rights 
of others. 

To state the same idea in other words, if one person directly or indi- 
rectly causes an injury to another, he is answerable in damages to the latter, 
if in causing the injury he did not exercise that degree of care which a 
reasonably prudent person would have exercised under the same cir- 
cumstances. 

From what has been said, it is obvious that rules of mathematical pre- 
cision cannot be formulated for determining whether in a given situation 
a person has been negligent as to an injurious result which he has caused. 
In each case, it is a question of fact for the jury. The jury, in making 
up a verdict, must first know what actually happened, and then must say 
whether such conduct was reasonably prudent under the circumstances. In 
doing this, the jury, as a cross-section of the community from which it 
comes, more or less vaguely and unconsciously measures the conduct of 
the alleged wrong-doer by its own standards of care and prudence. In 
this way, verdicts of juries in negligence cases roughly approximate pre- 
vailing standards of care in the community. 

In one case, the court said that it is the duty of a sanatorium to safe- 
guard its inmates against dangers which mentally defective persons could 
not be expected to guard against. But, said the court, “it was for the jury 
to say what would constitute ordinary care on the part of the defendant in 
taking precautions to prevent deceased from escaping during an irrational 
period.” In another case, the hospital was held responsible for the death 
of the plaintiff’s intestate from smallpox contracted in the defendant’s 
hospital, on the ground that a nurse, knowing another patient in the hos- 
pital had smallpox, did not exercise the care of a reasonably prudent nurse 
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in protecting the plaintiff’s intestate against the contagion. In another 
case, a hospital was held not responsible for the death of the intestate 
caused by jumping out of an open window, since it had no basis for sus- 
pecting any suicidal mania on the part of the deceased when he was ad- 
mitted. 

Although there is some authority for saying that there are different 
degrees of care, such as slight, ordinary, and extraordinary, courts and 
writers generally agree that there is only one degree of care, and that is 
the care which a reasonably prudent person would have exercised under 
the same circumstances. This principle is illustrated by cases involving 
the services of physicians and surgeons. A physician, who is called to treat 
an ailment, is answerable for the injurious consequences of his treatment, 
unless he exercises the degree of care which a reasonably prudent skilled 
person would have exercised under the same circumstances. An unskilled 
person who is called to minister to someone is not liable if he does as 
well as a reasonably prudent unskilled person would have done under the 
same circumstances. If, however, an unskilled person professes to have 
skill which he does not have, he is answerable for damages which he causes, 
even though he does as well as any unskilled person would have done; his 
wrong in this event consists in having professed to have skill which he 
did not have. 

Negligent misconduct may consist of doing something which one should 
not do at all; it may consist in doing badly something which one is sup- 
posed to do; or it may consist in doing nothing at all, when there is a 
duty to do something. A private hospital, for instance, is under no legal 
obligation to receive every sick or injured person who applies for medical 
care, but if it actually assumes control over a person or situation’ requiring 
expert attention, it is legally obliged to carry out its undertaking, and to 
carry it out with a degree of care which a reasonably prudent hospital 
would have exercised under the same or similar circumstances. 

Another important principle in this connection must be mentioned. I 
am not only responsible for the torts which I commit, but I am also an- 
swerable for all torts committed by my servants, agents, and representa- 
tives within the course of their employment. In this event the injured 
person may stile me, my representative, or the two of us jointly, although, 
of course, he is entitled to only one satisfaction for the single wrong. As 
corporations, including hospitals, can act only through servants and agents, 
the injured person has, generally speaking, a choice of remedies. The 
representative or agent, however, is solely answerable for torts committed 
by him outside the scope of his employment. 

The doctrine in question, ordinarily called the doctrine of respondent 
superior, does not apply to representatives acting as independent contrac- 
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tors. An independent contractor is one who is employed to accomplish 
a given result but who in the accomplishment of the result acts independ- 
ently and is not under the direction or control of his employer. This has 
been held to apply to a situation in which a doctor, not a member of the 
staff of a hospital, brings a patient there and improperly cares for him. 
In this event, the doctor alone is answerable for the wrong. 

On the question as to how far a hospital is answerable to patients for 
the consequences of the negligent conduct of its physicians, interns, nurses, 
and employees generally, there is some difference of opinion. I shall briefly 
summarize the situation. 

In the first place, it should be pointed out again that the patient in any 
event has his remedy for damages against the doctor, intern, nurse, or 
other employee through whose negligence he sustained an injury. 

In the second place, the liability of a non-charitable hospital for neg- 
ligent injuries to patients is substantially the same as that of a manu- 
facturing or selling corporation. The hospital is answerable in these cases 
even though the patient was admitted on a charity basis. Some courts are 
inclined to say that in such cases the hospital is under duty to exercise 
only a slight degree of care. Most cases, however, take the view that the 
hospital must exercise in such cases the degree of care which a reasonably 
prudent hospital would exercise under the same circumstances, but that 
a circumstance to be considered is that the injured person was a charity 
patient. 

In the third place, there are at least three different views as to the liabil- 
ity of a charitable hospital for injuries sustained by patients through the 
negligence of physicians, interns, nurses, and others. 

a) In a few jurisdictions, courts, in determining liability for negligence, 
treat charitable and non-charitable hospitals alike. These courts find 
nothing in the situation to justify any lessening of the liability of a char- 
itable hospital. Courts taking this view, while admitting that as a matter 
of policy hospital administrators must not divert endowed funds from 
proper purposes, feel that the requirement that a person or corporation 
should answer for the wrongs of servants and agents committed in the 
course of their employment is an even more important piece of public 
policy. Under this view a charitable hospital is fully liable for injuries 
sustained by patients through the negligence of doctors, interns, nurses, and 
other employees. 

b) On the other extreme, in Massachusetts and in some other states, 
courts completely exempt hospitals from liability for the negligence of its 
servants and agents. “A public charitable hospital,” says one court, “is 
not liable for the negligence of its managers in selecting incompetent sub- 
ordinate agents selected with care.” Courts in reaching this conclusion 
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proceed upon the theory that trust funds, dedicated to charitable purposes, 
must not be diverted to payment of damages caused by the negligence even 
of its servants and agents. In a Missouri case, the court says: 


“If we uphold the rule which would make an institution of charity liable to a 
patient who has been injured by an incompetent nurse, negligently selected, we 
destroy the principle we have endeavored to make clear, that charitable trust funds 
cannot be divested from the purposes of the donor.” 

The reply to this is found in a Minnesota case: 


“We do not believe that a policy of irresponsibility best serves the beneficent pur- 
pose for which the hospital is maintained. We do not approve the public policy 
which would require the widow and children of deceased rather than the corpora- 
tion (the hospital) to suffer the loss incurred through the fault of the corporation’s 
employees, or in other words, which would compel the persons damaged to con- 
tribute the amount of their loss to the purposes of the most worthy corporation. 
We are of the opinion that public policy does not favor exemption from liability.” 

c) Apparently a majority of courts take a view somewhat between these 
two extreme views. These courts hold that a charitable hospital is not 
answerable to patients for injuries arising out of the negligence of its 
servants and agents in the course of their employment, unless it is shown 
that the hospital management failed to exercise reasonable care in the 
employment of competent servants and agents. Of the courts taking this 
view, some rely on the ground that trust funds ought not to be diverted 
to the payment of damages except in the cases in which it appears that 
the hospital was negligent in the selection of competent representatives. 
Others say that a patient applying for the services of a charitable hospital 
impliedly agrees to limit the normal liability of the institution in the man- 
ner indicated. Fundamentally this limitation of the liability of charitable 
institutions is based upon public policy. It is substantially the same policy 
which legislatures followed in exempting charitable institutions from the 
payment of taxes. 

Under this view, the injured plaintiff, in establishing the right to re- 
cover from a hospital has the burden not only of proving that his injury 
arose from the negligence of some servant or agent of the hospital, but 
also of proving that the hospital management did not, in the selection of 
its staff and employees, exercise that degree of care and caution that a rea- 
sonably prudent hospital management would have exercised under the 
same circumstances. Whether in a given case the management has exer- 
cised the requisite care is a question of fact for the jury. 

LIABILITY OF MUNICIPAL HOSPITALS 

The liability of a municipal or public hospital is on a somewhat different 
basis from that of a private charitable hospital. A municipal hospital from 
this point of view is treated as a municipal corporation. A municipal cor- 
poration, such as a city, has a two-fold character. On the one hand, 
insofar as it owns property and engages in private transactions it is a 
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proprietary corporation and is answerable as any proprietary hospital for 
acts and conduct of its servants and agents within the scope of their 
employment. 

On the other hand, a municipal corporation is a subdivision of the state 
in the performance of certain public functions, such as safeguarding the 
health of its residents. In the performance of these functions, a municipal 
hospital is not answerable for the negligence of its servants and agents. 
In one case, the court says: 

“The handling of persons sick with contagious diseases is a duty which the city 
performs through its officers and agents in the exercise of governmental functions. 
The benefits of such service go to the public, and not to the municipality of a 
corporate body. Hence the manner in which the officers of the city perform said 
service cannot ordinarily render the municipality liable in damages.” 

The courts of common law say that the proper representative, the sur- 
viving husband, wife, or next of kin, had a quasi-property interest in the 
body of a deceased person. They accordingly hold that a hospital is an- 
swerable in damages for the performance of unauthorized autopsies. One 
court says: 

“This right is one which the law recognizes and will protect and for any infrac- 
tion of it, such as the unlawful mutilation of the remains, an action for damages 
will lie. In such cases, the feelings and mental suffering resulting directly and 
proximately from the wrongful act may provide ground of action, although no 
pecuniary damage is alleged or proved.” 

In most states, the performance of autopsies is regulated by statute: 
and unauthorized autopsies are usually made misdemeanors, punishable 
by fine, imprisonment, or both. 

In conclusion, let it be said that these are only illustrative of the legal 
problems which hospital administration encounters, and, further, that law 
is only one of various types of social control of which hospital adminis- 


trators should have an awareness. 
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The Hospital Corridor 


S. S. GoLtpwaTer, M.D. 
New York City 


OR THE READER whose eye rests for a moment on the title of this paper, 

its first effect is likely to be to recall some impression, ‘vivid at the 

time but long since forgotten, received as he entered or passed through 
the corridor of a hospital or, if he was ever a hospital patient, to relight 
the memory of something that took place as he lay in bed and looked out 
upon the adjoining corridor through an open door. One former hospital 
patient to whom the title was shown said that what she remembered best 
was a corridor loud-speaker belonging to the doctors’ call system, repeat- 
edly uttering the horrendous cry, “fractured skull, fractured skull, frac- 
tured skull” until she could stand it no longer and, calling her nurse, 
begged her to stop the awful cry or if that could not be done, at least to 
close the door of the room so that the annoying sound could no longer be 
heard. This story puzzled me until I learned that a member of the hospital 
staff was named Scull and that the cry that sounded like “fractured 
skull” was really a routine call for “Dr. Scull,” who was wanted at the 
‘phone. For me the hospital corridor, like any part of a hospital, is a 
fertile field of exploration where there is much to see and much to learn. 

Hospital corridors are of many kinds. They may be wide and handsome 
or narrow and ugly. They may be colorful or drab, inviting or repellent. 
They may be tight alleyways between parallel rows of rooms or broad 
avenues of great length and of almost independent structure, affording 
protection against the weather to travelers between widely scattered but 
functionally associated hospital buildings. Along them pass wheeled 
vehicles bearing mysterious covered cargoes, animate and inanimate, the 
breathing bodies of men snatched from the jaws of death, and the still 
remains of human beings for whom life was no longer possible. Govern- 
ments have recognized the tendency of hospital corridors to go wrong, 
and have passed laws to regulate their size and to insure their safety, 
while hospital boards have promulgated ever so many rules to promote 
their reasonable and proper use. 

The corridor of a hospital may be viewed subjectively as well as objec- 
tively. A corridor that by its forbidding look terrorizes the trembling 
patient on his way to the hazardous ordeal of the operating room, where 
surgeons confident of their skill calmly take the place of God, smiles 
benignantly as it speeds a parting guest on his triumphant journey to home 
and loved ones. 

tead before the American Hospital Association, Milwaukee, 


September 14, 1933. 
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Hospital corridors are subject to many uses and to not a few abuses. 
I shudder to think of the number of corridors, in city and county hospitals 
for the most part, that since the depression began have been converted 
into makeshift emergency wards. When the wards of a public hospital 
are filled to overflowing and cots are set up in the corridor, it is time to 
look for trouble, for under these conditions medical examinations are apt 
to become superficial and nursing care lax. A temporary emergency, 
causing undue pressure on a hospital’s resources, can perhaps not be met 
in any other way, but there is always the danger that sub-standard emer- 
gency service may be allowed to crystallize, may be tolerated permanently 
as a result of conditions negligently assumed to be beyond human control. 
One’s sympathies go out to patients who are the unhappy victims of such 
unwarranted defeatism. 

We know hospital corridors chiefly by their sounds, their sights, and 
their smells. There are hospital corridors in which if you put out your 
tongue you can almost taste the cabbage boiling in the kitchen. The sense 
of touch contributes little to our ideas of the hospital corridor, but in the 
case of nurses the muscular sense is far from negligible. A nurse becomes 
so accustomed to a hospital’s odors and to its constantly repeated noises 
that these offenses, so irritating to visitors and to patients, cease in time to 
make any great impression upon her; but as the day wears on and the 
nurse’s corridor mileage mounts up, her muscles tell her plainly whether 
the corridor floor is hard or soft. 

It is the ambition of every hospital to achieve silence, at least in those 
of its corridors which adjoin the bedrooms of the sick ; this is an ambition 
that no hospital ever quite succeeds in realizing. Thoughtless nurses will 
gossip in the corridor, even if a perfectly suitable retiring room is made 
available for their use, and the spontaneous outbursts of spirited children 
cannot always be suppressed even by a stern hospital administration. 
From open doors along the corridor come a multitude of discordant sounds: 
the clatter of dishes and utensils, the noise of running water, the com- 
manding voice of a surgeon, the soothing voice of a nurse, exclamations of 
joyful greeting as a patient is seen by a relative or friend for the first 
time after some trying ordeal, the moans of a sufferer, the sobs of the 
bereaved, the ringing of telephone bells, the rasping sound of a signal 
buzzer, the harsh grinding of a floor-polishing machine, the whirr of a 
vacuum cleaner, and the radio’s varied and far too generous contribution 
of oratory, jazz, symphonic orchestra, drama, choral singing, salesmanship, 
piano solo, stock market report, and dialect story. In the corridor itself a 
door slams; a porter pushing an empty stretcher rushes by; visitors greet 
each other in their several manners; a probationer laughs at an intern’s 
jest; a moving dish-cart rattles; the hum of elevator machinery is heard. 
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Through an open window come the grinding and sputtering of an auto- 
mobile as it gets off to a clumsy start, the sounding of automobile horns 
in defiance of police regulations mercifully designed to protect the hospital 
“zone,” the clatter of children on roller skates, the clanging of the bell of 
an arriving ambulance. To sounds like these, many of which pass un- 
noticed by healthy persons inured to the noise and bustle of urban life, 
the sensitive nerves of the rural and suburban sick respond painfully, and 
one is not surprised to learn that the complaint which hospital adminis- 
trators hear most frequently is that of irritating noises. Nor is it alto- 
gether surprising to one who knows hospitals that in the years 1932, the 
writings of architects, engineers, hospital superintendents, and lay com- 
mentators in the United States on the single subject of noise control were 
as voluminous as the entire body of American literature dealing with all 
phases of hospital work 30 years earlier. 

The acoustical treatment of the hospital corridor is nowadays a matter 
of pure routine. Since the beginning of the financial depression, many a 
hospital that had long dreamed of a new building has compromised by 
modernizing an old one and has selected the acoustical treatment of its 
corridors as the first improvement to be made. Anti-noise devices which 
tend to alter corridor conditions for the better are extremely numerous. 
Besides details of plan, such as elevator and kitchen vestibules, double 
doors and double partitions with air-spaces between, efforts to combat the 
evil of noise include structural elements of many kinds; items of floor, 
wall, and ceiling finish; window ventilators which absorb and subdue 
sounds originating outside of the building; rubber-tired invalid chairs, 
rubber guards, and automatic door checks. The makers of signs in glass, 
wood, metal, enamel, and bakelite have earned substantial incomes from 
the manufacture of corridor signs appealing for silence, and electricians 
from their illumination. Boards of trustees in solemn conclave have dis- 
cussed the most effective wording of placards appealing to visitors from 
sympathetic codperation, and the failure of the public to heed the 
admonitions and appeals thus addressed to it has lowered the self-esteem 
of more than one amateur psychologist. 

Hospital corridors have their virtues, but the ability to keep a secret is 
not one of them. They seem to take a perverse delight in disseminating 
both sounds and odors. Whisper to a hospital corridor, and unless its 
ceiling and part of its walls have been carefully coated with sound- 
deadening material, it is apt to shout back. The olfactory sense of man 
does not compare with that of certain animals, but even man can detect 
the odor of one part of mercaptan in 40 million parts of water. The 
hospital corridor respects man’s sense of smell and encourages it. Let the 
most minute quantity of scented air escape into a remote hospital corridor 
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and in an incredibly short time the scent will be noticed by every visitor 
who enters the distant front door. Individual hospital odors are often 
distasteful enough, but when odors of clinical, culinary, chemical, pharma- 
ceutical, surgical, and anatomical origin mingle, the result is a compound 
which most people find at least as annoying as the emanations of a 
slaughter-house. A hospital in Paris sought to destroy all the odors 
originating within its walls by forcing ozone-charged air through its wards, 
but the system was found to be costly and was unsatisfactory in other 
ways and after a brief trial it was abandoned. 


Dr. Crile, who knows hospitals as well as any man, once walked into the 
office of a hospital superintendent that was situated at the end of a long 
corridor. Upon entering the office, he cordially grasped the superintend- 
ent’s hand and said, “Let me congratulate you on your wonderful hospital.” 
“But,” said the superintendent, “you can hardly be serious; you have not 
yet seen the hospital.” “No,” said Dr. Crile, “but I have smelled it.” 

It was a distinguished colleague of Dr. Crile who some 30 years ago 
undertook to show hospitals how to introduce rigid economy into hospital 
planning. As a means to this end, he suggested that instead of having 
open windows at the two ends of a corridor, end rooms might be built in, 
thus providing accommodations for two additional patients on each floor. 
The fact that every vestige of cross- or through-ventilation would be thus 
destroyed was ignored. However, there was no law against the proposal, 
and a number of hospitals actually adopted it, with results that can readily 
be imagined. 

Why should there not be a law against any phase of vicious hospital 
planning? Government authorities in Prussia, more alert than our own, 
many years ago required hospitals to leave half of one side of every hos- 
pital corridor free, with windows opening out-of-doors. In those days, 
physiologists taught that the air of a hospital ward having 1,000 cubic feet 
of air space per patient should be changed at least three times an hour. 
Physiology has since changed its mind about some of the basic facts of 
ventilation, but the olfactory sense of human beings is as acute as it ever 
was, and, happily, earnest efforts are now made by architects and others to 
avoid unduly offending it. Governments have learned that certain taxes 
are most readily collected at the source, and hospital architects are learning 
that hospital odors are most easily disposed of where they originate. A 
good deal of strategy is employed to prevent the patient’s room or cubicle, 
the chemist’s crucible, the cook’s stock-pot, and dissecting table, and the 
anesthetizing room from uttering their peculiar occupational secrets to the 
notoriously tell-tale hospital corridor. 

A student of hospitals will some day produce a voluminous history of 
the memorial tablets which architects are compelled to place in hospital 


[36] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


corridors as permanent memorials to the benefactors of the sick or to their 
near relations. The managers of drives for hospital funds delight in pric- 
ing bronze and marble tablets and “selling” them to the well-to-do. In 
older hospitals it was customary to place the memorial tablets in the wards, 
but latterly the idea has prevailed that the occupants of ward beds do not 
enjoy reading memorial inscriptions, and the corridor is nowadays ac- 
cepted as a more appropriate place for tablets bearing such inscriptions. 
The design and placement of corridor tablets is an art that merits culti- 
vation; many a corridor otherwise pleasing has been made to suffer the 
loss of its charm through the inappropriate size or color or the injudicious 
placement of one or more memorial tablets. 

The word “cosmetic” is derived from a Greek word meaning both order 
and adornment. We think of the cosmetic art as an art peculiar to women, 
but it is equally applicable to the hospital corridor. Principles of beauty 
are as important to one as to the other. The hospital corridor contributes 
pleasure by its proportions and its shapeliness and so does a woman’s form. 
Sharp angles mar the beauty of a woman’s face and figure, and there are 
esthetic as well as practical reasons for keeping sharp corners out of a 
hospital corridor. The symmetry of a woman’s eyes and their brightness 
are important elements in her beauty; symmetrically placed windows con- 
tribute beauty and charm to a hospital corridor. How carefully a woman 
selects the color most appropriate for her half-open lips, and the tint that 
is most becoming to her cheeks! With comparable care the interior deco- 
rator chooses the drapery of the visitors’ alcove and the tone of the cor- 
ridor walls. The esthetic value of a curve is seen in the arched ceiling of 
a corridor as well as in the eye-brows of a village beauty. A smooth skin 
and a polished wall surface may be equally delightful to the eye, and a 
cleverly designed niche in a corridor wall (for which, incidentally, a num- 
ber of practical uses may be found) may arrest the attention in much the 
same way as the dimple in a woman’s cheek. There are biological reasons 
for the width of a woman’s hips, and functional reasons for the width of 
a hospital corridor. 

The rhythm of night and day cannot be ignored with impunity either 
by human beings or by the hospital corridor. The day is for work, the 
night is for rest. To both man and corridor, acute sickness at night, 
which cannot always be avoided, is particularly disturbing. While the tired 
sleeper can often prolong his rest until the morning is far advanced, the 
hospital corridor has no such privilege, for the demands of the sick are 
inexorable and at an early hour the hospital corridor must begin its daily 
grind, every day in the year, Sundays and holidays included. 

At its best, the hospital corridor at night will resemble a cool summer’s 
night out-of-doors, but not a night when the moon is full; corridor night 
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lights should be no brighter than stars. The night air of the corridor 
should be fresh (air from the open window is best), moderately cool, and 
in slow motion. At night the movements of discreet nurses in the corridor 
can barely be heard; their footfalls are almost noiseless—the light contact 
of rubber sole and heel with rubber floor resembles the almost imper- 
ceptible footfall of a cautious animal prowling in the forest. The rustle 
of the nurse’s dress is like the soft stir of a gentle breeze. 

Let the hospital architect always remember that if he treats the hospital 
corridor considerately, it will respond by serving the sick faithfully and 
well; but that if it is treated scornfully it is certain to make its helpless 
neighbors pay. The very least that any hospital can do for its patients 
is to provide them with good corridors. If a man is as old as his arteries, 
a hospital is only as good as its corridors; it may be a little worse, but it 
is almost certain not to be any better. 


a ——_——— 


The Directory of American and 
Canadian Hospitals 


There are few books in the hospital superintendent’s library that are 
more frequently referred to than American and Canadian Hospitals. Those 
who have purchased this work realize its great value to them as a refer- 
ence work. It has been carefully prepared and contains detailed information 
and historical data on more than 3,000 hospitals. 

The Midwest Publishing Company accomplished a great deal when it 
published this directory, the most complete of its kind in print in any 
country. It is one book which should be on the shelves of every hospital 
library. If you have not already arranged for its purchase, include it in 
the list of books that you are going to purchase in 1934. The first printing 
was a limited edition. Write the Midwest Publishing Company, 1645 
Hennepin Avenue, Minneapolis, and secure a copy of this directory. 
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Teaching Hospitals 


In Relation to the Public, to Local Hospitals, 
and to the Medical Profession 
Henry S. Houcuton, M.D. 


Director, University of Chicago Clinics 


HERE IS GREAT DIVERSITY of conditions existing in this country in each 

of these relationships, and this is a thing in itself worth thinking 

about. The variety of organizations and forms of procedure in the 
United States is what might be expected to exist in a group of friendly 
but independent countries, for our states are entirely autonomous as far 
as medicine and education are concerned. This may have advantages, but 
the disadvantages weigh very heavily. When we survey the acute problems 
of the care of the sick, and the training and distribution of physicians, 
we may well sigh a bit at the contrast between the way they have to be 
dealt with in our federation of sovereign states, and the way in which they 
can be handled in compact political units like the Scandinavian countries 
and Japan. It is not possible here to lay down any principles of relation- 
ship that cover all situations alike, nor to formulate generalizations that 
apply to all teaching hospitals, but one may classify, and suggest questions 
that apply to some hospitals if not to others, as well as think about the 
trend of clinical teaching and the bearing it has upon the future of medicine 
in this country. 

The term teaching hospital, I take it, indicates an institution owned, 
or attached to, or affiliated with, a medical school in which formal under- 
graduate clinical courses are taught. This is a narrow phrasing, for many 
hospitals unrelated to schools or universities perform important teaching 
functions in the training of house officers, and should be held responsible 
to some standardizing agency for the quality of their educational work. 

In the narrow definition that I have used, however, a teaching hospital 
may be a public or private institution, and the college or university through 
which its teaching work is done will have an association with it that may 
vary all the way from remote courtesy to complete ownership and control. 

With all these variations there are nevertheless certain factors that such 
hospitals have in common. The principal one, after conceding the funda- 
mental obligation to patients for effective professional care and kindly 
service, is the responsibility of bringing students into a relationship with 
patients that will combine an optimum of learning with a minimum of 
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annoyance or disturbance of well-being. How effectively this can be done 
will depend upon certain variant factors: 

1. Number of students and type of instruction. 

2. The nature of the hospital clientele. 

3. The relationship of the staff to the school and to the hospital. 

1. Medical education in most of the great university schools in this 
country is developing along the lines of clinical apprenticeship. Less and 
less dependence is being placed upon didactic lectures and amphitheater 
clinics and more and more upon the participation by the clinical student in 
the work of recording, diagnosis, and treatment of the patient. In such an 
institution as this, for example, the student becomes in his third year a 
junior member of the clinical department to which he has been assigned, 
and for a period of months assumes his share of the departmental 
responsibilities and obligations. As far as the patients are concerned, he 
is one of the younger doctors of the staff, who has certain routine duties to 
perform, and who goes regularly on rounds with the chief. Obviously, 
this form of instruction requires either a very large hospital, or a small 
student body, for one cannot subject patients to frequent and repeated 
examinations by student groups, nor permit instruction to interfere with 
either the physical or mental welfare of the sick. Without going into a 
discussion of medical education as such, one may suggest that all of the 
indications point urgently to the need of decreasing the number of medical 
students rather than increasing hospital beds for teaching purposes. 

2. It has been generally assumed that for the instruction of students a 
large clientele of indigent patients is necessary. This seems to me only 
partially true. Usually a teaching clinic is based upon service to the poor, 
paid for either by public money or private philanthropy, in which the 
patient makes a return in part for his care by acting as instructional 
material. But there are sharp differences between the organization and 
relationships of teaching hospitals supported by public funds and those 
which are privately operated. It will serve the purposes of this hour best, 
I think, to analyze a sample of each of these contrasting varieties, and then 
speculate a little upon the trends that are discernible. 

The dual function of eleemosynary service and education has been 
brought to a high point under the so-called Iowa plan; since this plan 
illustrates very well some of the important relationships of a teaching 
hospital to the public and the profession, and since I have had an intimate 
experience with its operation, I shall venture to use it as the first illus- 
tration. 

In 1917 the General Assembly of Iowa enacted a law which provided 
medical and surgical care of its citizens afflicted with any malady or 
deformity for which treatment offers relief, and who were unable to pay 
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for such treatment. Application may be made by any adult resident; 
after examination and report by a physician and the county attorney as 
to the patient’s physical state and the degree of his indigency, the court 
enters an order of commitment to the hospital of the state university. 
All expenses of hospitalization and transportation are paid from the state 
treasury. 

The law itself is framed with clear simplicity. There is no multiplication 
of detail or red tape, and the administrative processes used in carrying out 
its provisions are left, as far as the hospital is concerned, to the rulings of 
the state board of education—which has complete jurisdiction. 

Approximately 85% of the patients treated in the university hospital 
are those who have been committed by court order. Ten per cent are 
what are known as cost patients, who are admitted only when sent in by 
their physician with a letter certifying that they cannot pay for private 
professional care, but can afford the cost of room, food, and nursing. 

Five per cent of the entire number of patients are private and pay 
cases—those who can pay a professional fee, either directly to the part- 
time physician whose service they enter, or to the university, if admitted to 
one of the full-time clinical departments. 

It would seem, theoretically at least, that there is here a well-nigh ideal 
arrangement for the double purpose of furnishing skilled and effective 
treatment to the poor and of supplying clinical teaching material to medical 
students. Large numbers and a wide variety of cases are available; a 
system of financing which obviates the possibility of deficits has been 
devised. It looks almost unanswerably good—and I think it is good. But 
in spite of conspicuous advantages to the patient, and to the teaching and 
research program of the university, there has not been universal satis- 
faction with the plan. On the part of the public the difficulty has been 
the lack of accommodations; on the part of the hospital authorities the 
tremendous pressure to admit patients beyond the capacity of the wards, 
and the tendency of county officials to use the hospital as a custodial refuge 
for troublesome infirm paupers, as well as of welfare workers to flood the 
wards with cases of minor importance. 

On the part of many of the doctors there has been opposition to the plan 
as now operated because: 

1. It is claimed that the law is abused by those able to pay. 

2. There appears to be an inequitable distribution of costs, since remote 
and predominantly agricultural counties, although paying the same tax 
rate, receive proportionately less service than areas with large population 
centers, especially if close at hand. 

3. There is a perilous prospect ahead for the doctor in private practice, 
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with the state setting up a centralized medical service under its own 
support and control, which competes with private enterprise. 

The first two objections are concerned with the safeguards that must 
be set up, either in the statute itself, or through administrative regulation, 
to obviate possibilities of fraud or of inequality in the operation of the 
law. They do not concern us in this discussion, but the third does. The 
crux of the matter, I think, is not that the university hospitals interfere 
with private practice as such, but that they do impede the handling by 
private physicians of part of the work of socialized medicine. This is 
frankly conceded by the leaders of the minority who are opposed to the 
present system. They say in very simple language that a lot of business 
is being done by salaried men in state employ that ought to be given to 
doctors in local communities, most of whom are having a tough time of 
it. By most of the others, however, the opposition is a matter of delicate 
innuendo and indirection. 

Later on I shall want to discuss some of these implications of medical 
socialism in teaching hospitals, but first let us look at a contrasting picture. 
In the University of Chicago an entirely different program is in operation ; 
although its educational objectives and techniques are essentially the same, 
its relations to the community and to the practicing profession are far 
otherwise. The University Clinics comprise a group of voluntary hos- 
pitals, either owned by the university or closely affiliated with it. These 
hospitals, together with their out-patient departments, are conducted as an 
integral part of the educational and scientific program of the university. 
At an early stage in the development of this experiment in medical educa- 
tion, an agreement between the university and organized medicine, as 
represented by the Chicago Medical Society, was devised to clarify policies 
and to record certain undertakings. 

Here is a situation markedly different from the machinery set up in the 
Commonwealth of Iowa. In this case a private hospital, although ex- 
plicitly disclaiming the pursuit of practice as a business, nevertheless admits 
paying clients as well as part-pay and free cases to its wards and clinics, 
using them all for teaching and research ends. 

This is another aspect of social medicine, even more obnoxious to the 
profession at large than the wholesale centralized hospitalization of indi- 
gents in Iowa under the care of physicians who are officers of the state. 
For this is competition in the field of private practice, among people able 
and willing to pay for professional care. Nothing is to be gained by 
rationalizing this picture; there are important elements of social medicine 
and of direct competition involved in it. It represents, moreover, a clear- 
cut stage in the rapid evolution that is going on now in medical education 
and hospital service in the United States. 
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The plan is sharply criticized by many practitioners because in the first 
place it fosters the care of paying patients by physicians who are salaried 
and who receive from patients no fees, as such. The contention is that 
teaching should be done on charity patients, and probably is best done by 
practicing physicians who receive no money profit for either service. The 
claim is made that the public suffers from the academic type of pro- 
fessional care, that doctors who are preoccupied with laboratory researches 
have practically no interest in patients (beyond using them for laboratory 
material) and that by and large there is no soul in such a place. It is 
pointed out, besides, that students can best learn their clinical medicine by 
observing the technique of successful practitioners. That rugged individ- 
ualism which has marked the physician from the days of Hippocrates and 
Galen on down the centuries, and the special and intimate bond between 
doctor and patient, are both lost in this mechanical and routinized clinic 
performance. 

As one who for many years has been watching with care and interest 
the conduct of hospitals served by cloistered academic professional staffs, 
I suggest that these criticisms will not survive calm analysis. Let us 
examine them one by one. 

1. The public suffers, it is said, from impersonal, detached, and pre- 
sumptively uninterested professional service. 

This is a non sequitur. A look into any of the great clinics of this type 
now operating in this country will show that even if that kind of medical 
‘service is dehumanized, people like it, and are willing to pay for it. Asa 
matter of fact, impersonality and detachment are lapses that must be 
watched for and avoided in all forms of pooled medical service. They 
are incidental to that form of practice, just as fee-splitting and abortion 
are incidental to private practice systems; in neither case are they inherent 
evils. The art of noble behavior, someone has remarked, is not incon- 
sistent with any form of the corporate practice of medicine. The need 
and usefulness of gracious personalities in clinical relationships is as 
obvious in charity wards as in private offices. Does anyone think that a 
real doctor would or does deny the grace of sympathy and consideration 
to any patient merely because he cannot pay a fee? I shall go even 
further, and suggest that it makes no essential difference whether the 
physician is compensated by a fee or by a salary, provided he is the right 
kind of man for the work he does. Heaven forbid that human kindness 
should ever give way to callous skillfulness. One mentions these things 
only to emphasize their irrelevance. The charge that corporate or group 
or governmental medicine in the nature of the case does away with some- 
thing essential and lovely in the doctor-patient relationship cannot be sus- 
tained. It is an unworthy appeal to emotion and prejudice. 
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2. There is a loss of personal initiative in these academic hospitals, it is 
said. There is no more of such a loss, I feel sure, than in any properly 
ordered social device for the common good; less, on the whole, than in 
Government, or in business, or in the church. Anyone who has had 
administrative responsibility in a university school of medicine will testify 
with tears in his eyes that there is absolutely no diminution of individual 
initiative among the members of his staff! 

3. The claim that teaching clinics of this type, even though they be 
conducted not for profit, but solely in the interest of education and the 
advancement of science, compete with private practitioners is correct, and 
deserves comment at some length. 

Medicine, like every other form of social, economic, and governmental 
machinery, is in a state of flux so marked, and undergoing so rapid an 
evolution, that it is difficult to follow the changes accurately. The report 
of the Committee on the Costs of Medical Care, because of its dramatic and 
controversial nature, has stirred up a good deal of heat in commenting 
upon the changing times and suggesting ways in which medicine should 
adapt itself to them. The final report of an important Commission on 
Medical Education, which appeared at about the same time, has much to 
say in the same direction. The members of this group are leaders in 
medicine and education in this country and their opinion is not to be 
lightly challenged. They point out that efforts to provide treatment and 
vare for a large part of the population, and to adapt these services to 
changing professional and social conditions, have shifted from the domain 
of private practice to such fields as industrial medicine, group practice, the 
collective purchase of medical service through various types of insurance, 
the activities of public health departments, hospitals, clinics, schools, work- 
men’s compensation acts, and local, state, and national governments. The 
commission recommends that in the light of these changes, the training of 
medical students should be permeated with “an understanding of the larger 
social and economic problems and trends with which medicine must deal, 
and which are likely to influence the form and opportunities of practice in 
the future,” and adds that it is likely that present methods of employing 
physicians will be altered, and their employment in the future by hospitals 
or the community will modify the present independent status which they 
enjoy. 

Here is an authoritative forecast of the changing destiny of clinical 
medicine ; today we are in the midst of the transition. In the readjustments 
which are going on—and which are inevitable, because of the growth and 
pressure of public opinion—there is likely to be a sharpening of competition 
for the time being, and the emergence of a resentment, irritation, and 
ill-will. What is most needed in these times is a clear-eyed view of the 
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changing order, a willingness to minimize the amount of competition, and 
a determination to avoid unfairness in competition. A teaching clinic 
should be as meticulous about assessing and collecting charges, and as 
careful to adjust them properly to the patient’s fair capacity to pay, as any 
practitioner would be. The placing of rates for equivalent service below 
the level at which the independent doctor can make a living is discriminative 
and unfair. 

The prophetic words of the Commission on Medicine and Education, 
which curiously enough do not seem to have stirred up very much commo- 
tion among medical fundamentalists, are a sufficient text for what I have 
to say about teaching hospitals; they are in the forefront—and that is 
where they should be—of that progressive change which is the very nature 
of successful civilization. In that front line they will have to meet, as 
resourcefully as they can, the unpleasant friction of the shifting times, 
and endeavor to be a guide in some measure to those who follow after. 
The Commission disavows any intention of predicting the form that medi- 
cine will assume in the future; it contents itself with saying that “it is 
apparent that conditions of practice today are different from the past 
and are likely to be different in the future.” I am rash enough to go 
farther, and to attempt to indicate some of the paths along which—to 
judge by present tendencies—we are headed, and the ways in which we 
are likely to see definite accomplishments in a future not too remote. 

1. Medical schools and teaching hospitals —It must be apparent to every- 
body that the medical profession is badly overcrowded in this country. 
The number of registered physicians in the United States is approximately 
one to 780 of the general population. In Norway and Sweden, which 
represent probably the highest development of medical education and 
service in the world, the ratios are, respectively, one to 1,800 in Norway, 
and one to 2,900, approximately, in Sweden. The Swedish Government 
furnishes a subsidy for about 35% of the profession, assigning its ap- 
pointees to sparsely populated and rural districts. Enrollment of medical 
students is carefully controlled to maintain the optimum ratios and dis- 
tribution. The course of training is long and exacting; the number and 
nature of specialists is determined by Government. The advantages of 
adequate skilled medical care for every person are thus secured without 
obliterating private practice or the family physician. Such countries as 
these, however, are small and are highly centralized governmentally. 
American intolerance of regulation, and particularly of Federal regulation 
in affairs that have been traditionally managed by the states, is going to 
hamper a solution of the problem in the United States for a long time to 
come. Eventually, nevertheless, the impulse of self-preservation, or the 
resignation of despair, is going to bring about a reasonable adjustment of 
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the number of those who will study and practice medicine. At the present 
moment there is little to be done, except by individual institutions on their 
own initiative. Less than half the present number of medical students 
will eventually be admitted to medical studies. They will be trained in 
fewer schools, but their hospital experience, after the completion of formal 
studies, is likely to be longer than it is now. 

This brings us to a consideration of— 

2. The educational function of non-teaching hospitals—Because of the 
coming requirements of longer and more intensive clinical training many 
hospitals not directly connected with medical schools are certain to be 
important contributors to the educational process, and their success in the 
training of interns and other resident medical officers will be an important 
item in their standing and reputation. This is a question which during 
the next decade will have much more attention than it has had up to this 
time. In spite of the efforts of the American Medical Association and 
the College of Surgeons to establish standards and set up ratings, there is 
still much left to be desired in the readiness of hospitals for this exacting 
educational task. The internship period is, generally speaking, the least 
well done of the whole program of the clinical preparation of the student. 
Its importance is not yet properly realized, either by Government, by 
society generally, or even by physicians. Less than a third of the states 
make licensure conditional upon the completion of a satisfactory hospital 
service. Far too many hospitals exploit their appointments, getting free 
professional labor for very little in return. A good many, on the other 
hand, are taking the educational aspects of intern work very seriously, and 
are furnishing what the young graduate needs most of all—an opportunity 
to apply his formal training to practical problems “under the direct super- 
vision of qualified physicians and to obtain graduated responsibilities for 
the actual care and treatment of patients.” 

There is no need of uniformity in what hospitals provide for their 
apprentices ; diversity in forms and methods is desirable. But let us say 
at once that there are wide discrepancies in the adequacy of the hospitals 
listed by the various councils as giving satisfactory internships. The 
deans of medical schools have lists of their own—much smaller, very much 
and among these they distribute their 





smaller, than the published ones 
best students. The less well qualified student and the inferior internship 
tend, therefore, to come together ; the graduate who wasn’t anywhere near 
the top in his classes, but who might turn out well in the application of his 
art and science if he had a good chance under wise and stimulating leader- 
ship, is not infrequently balked of the opportunity, and leaves his house 
service still further handicapped for a useful and successful career. It is 
to be hoped that in time to come there is going to be more benign competi- 
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tion between hospitals for house staffs, on the basis of the teaching values 
offered. 

3. The practice of medicine—While I have no doubt that the changes 
which the Commission on Medical Education and the Committee on the 
Costs of Medical Care describe are going to come about, rapidly and fully, 
and while it is certain that corresponding changes in hospital organization 
and relationships are going to take place, it seems to me inconceivable 
that there will be a marked dislocation or destruction of private practice, 
essentially as we know it now. 

There will not be, in a well designed future, as many doctors per unit 
of population as we now have—not more than a third as many, I think— 
so that much painful competition will automatically be eliminated. But 
among those who do practice medicine, some will certainly serve in a 
private capacity groups who prefer that sort of service and are glad to 
pay for it. The quality of medical care should not vary much, if at all, 
between the two types of doctors, just as we draw no line of distinction 
today between those who serve a state in higher education, and those who 
serve a private institution. 

When uniformity of standards in medicine will be achieved in the dif- 
ferent states of the Union one cannot guess, but in such problems as the 
production and distribution of doctors there will be at least concerted 
action. There are those who will deplore these trends away from a hardy 
individualism toward a collectivist state; my answer to them is that the 
temper of the times is such that little individualism can survive. Social 
advance by deliberate collective planning is already here in so many phases 
that health and curative resources are certain to be involved, since they are 
so vitally related to the welfare and prosperity of our social organism. 

Among the relationships I am called upon to discuss is that of the 
teaching hospital to other hospitals. I ask your attention to the fact that 
in the bright future I have been describing, practically every hospital will 
be a teaching one; the only difference will be that some hospitals will 
accommodate student clerks upon the wards as well as interns, and that 
these hospitals will be more likely to have an academic staff, and to have 
more intensive research going on. 

The general relationship of hospital to hospital lies outside the sphere 
of an educationist. It seems obvious that these contracts are best to be 
maintained by the organization of local hospital councils, which may serve 
as clearing houses for common problems, as central agencies for common 
activities, and as general coordinating centers. An extraordinary increase 
in effectiveness is being brought about in many places by this form of 
pooling ideas and information. 
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SUMMARY AND CONCLUSIONS 

I have tried to emphasize the nature and rapidity of the social changes 
we are undergoing, and to show the inexorable outcome of some of these 
movements, particularly as they affect the relationships of doctors, hos- 
pitals, and medical schools. The brunt of these social shifts falls upon the 
educational units, for it is their function to prepare young people to produce 
a new society both workable and livable. One cannot be concerned too 
much with conditions as they are in the immediate present, for this is 
obviously a transition stage, and situations vanish almost as fast as they 
are created; it is much more important to see with clarity the tendencies 
of the times and to prepare wisely and conservatively for the new order. 
Medical education is certain to undergo marked changes in the near future. 
The grist of students will be smaller, their applicational training is likely 
to be longer, and hospitals not formally related to undergraduate teaching 
will carry an increasing burden of instruction. 

The interval during which the old order is giving place to the new is 
inevitably a time of painful adjustment, of unhappiness and _ friction. 
Hurtful competition will be effectively abolished only when we can devise 
a way of adjusting our professional personnel evenly to the needs and 
demands of the population as a whole. 

While social forms of medicine are sure to increase, and probably to 
dominate the picture, there seems to be no reason to expect that the private 
practice of medicine as such will disappear, or that corporate forms of 
professional service will destroy the heritages of initiative, independence 
of judgment and action, or the doctor-patient relationship that have been 
distinctive in our system of medical practice since the earliest days. 

Finally, there is a plea for the appropriate recognition of the special 
nature of hospital administration, and an indication of the need of 
organizing formal training in this field. 
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The Public and the Community Hospitals 


SAMUEL A. GOLDSMITH 
Executive Director, Jewish Charities, Chicago 


HE DISCUSSION which now is to follow is to have particular reference 
to the public hospital and the public-at-large. 

At once we have a very excellent opportunity to upset the un- 
doubtedly well laid plans of the Program Committee for this meeting— 
because, look you, the definition of the public and of public hospital or 
community hospital covers much more in life than it does on this program. 
The public, of course, includes the public in health, the public in sickness, 
that is, the public as patient, the public as taxpayer, the public as physician, 
the public as voter. At once, in our disagreement on the definition, many 
of the problems involved in the discussion come to the surface. 

We are, naturally, interested, as has been or undoubtedly will be indi- 
cated very often in this week’s meetings, in the extent of service ren- 
dered by the public hospitals. We are interested in the type of service 
rendered. We are interested in their relationships with physicians, in 
their relationships with the community-at-large, and we are interested 
in the general place that they and all hospitals may have in providing med- 
ical care and forming a necessary part of the general program, whether 
completely organized or partially organized on behalf of the health of our 
communities. 

Let us get some of the statistics out of the way first. 

It has been estimated that there is an investment of three billion two 
hundred million dollars in hospitals in the country of which $1,416,540,000 
is in governmental institutions and $1,404,415,000 in private non-profit 
institutions. Roughly speaking, then, there is a somewhat higher invest- 
ment in governmental than in private institutions. 

The Journal of the American Medical Association, as you know, in its 
Hospital Number dated March 25, 1933, has published very interesting 
statistical material for which all of us are grateful. This statistical mate- 
rial indicates that in all governmentally owned hospitals, including Federal, 
state, and local, the total number of patients rose from 1,833,078 to 2,049,- 
553, since the time of the last census. There was a growth in the number 
of patient days in city, in county, in state, and in Federal hospitals, whereas 
the non-governmental hospitals suffered a loss of patients amounting to 
144,300 in the last census period. The heaviest losses, according to the 
Journal, were suffered by church and individually owned hospitals. 

There was, then, this shift from private to public institutions. There 
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apparently were approximately twice as many empty beds in non-govern- 
ment hospitals, as in the Government hospitals. Quite naturally, of course, 
this shift of patronage in the hospitals and the empty beds are due to the 
general process of economic readjustment which individuals and corpora- 
tions and nations are now undergoing. 

As a matter of fact, all of these statistics are quite misleading. We 
know from practical experience that, in a number of states, governmental 
funds are paid to private, non-profit hospitals for the purpose of rendering 
a free service which the city or county might otherwise render in its own 
institutions. We also know from practical experience that in this present 
emergency situation, so far as private funds are concerned, during the past 
few years emergency funds from public and quasi-public sources have been 
given to hospitals to enable them, both in their in-patient and out-patient 
departments, to continue to support free services which they otherwise 
would have been compelled to cut off. 

Certainly, where governmental money is directly or indirectly given to 
private hospitals for services rendered on behalf of the dependent sick, 
these hospitals become, in part at least, just as much public community 
institutions as are those county or city hospitals that are definitely labeled 
as public. In other words, the criterion that might be used in this par- 
ticular sense is the criterion of the expenditure of tax monies, no matter 
where, in what particular ward or in what particular hospital such tax 
monies may have been spent. 

In a further sense than even this, however, our definition is not yet 
complete, because when you examine the statistics of the Committee on 
the Costs of Medical Care or those cited in Dr. Rorem’s book on The 
Public’s Investment in Hospitals, or other statistics on the subject, you 
will find that the amount invested in the so-called proprietary hospitals is 
an insignificant sum as compared with the amount invested by the public 
in either the non-profit hospitals or the governmental institutions. 

The public, acting either through thousands of persons, as in certain 
building-fund campaigns, or through a few generous individuals, has, in 
effect, created practically all of the hospital machinery with which the 
members of this Association minister to the population of the United 
States. It is inevitable, therefore (and it is good that it is so), that the 
problems which we may wish to consider indigenous to the public institu- 
tion as such, in greater or less degree, are also inherent in what we have 
been calling the private hospital. 

So far as the public is concerned, excepting the fact that it has not as 
universally been educated to use the wholly tax-supported hospital with, 
shall I say, the same degree of confidence or with the same degree of de- 
corum as it uses private institutions—with this sort of exception, the 
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public’s attitude and the public’s expectations are the same, so far as each of 
the two types of institution is concerned. Certainly, some of those 
problems which concern the physician are the same. 

The public, generally speaking, is not interested in sickness. It is inter- 
ested in health. And that interest propels it into viewing the whole prob- 
lem and not the particular problem of a particular group or of a particular 
kind of institution. The public would be very much interested in know- 
ing about the estimates that have been made concerning the total amount 
that it has at stake in health work and in hospital care. You know that 
this has been estimated at about 10 billion dollars a year, or about a quarter 
of what was presumed to be the total annual income of the nation during 
1932, or let us say one-eighth of what it was during a year of peak pros- 
perity. The value of lives lost through preventable illness has been esti- 
mated at about six billion dollars. The total investment in plants has 
been estimated by the Committee on the Costs of Medical Care at about 
$5,850,000,000. Mr. Evans Clark, in his book on How to Budget Health 
estimates the average doctor’s and dentist’s office equipment at about $5,000 
and a total investment in private office equipment of $1,400,000,000. 

In other words, the public has an essential interest in the entire program 
for which governmental agencies particularly should have responsibility, 
namely, the program that looks toward conservation of health, treatment 
of illness, and the training for prevention of subsequent illness, in which 
hospitals play a very important part. On the expense side, the curative 
processes and institutions play a far too important part, since it has been 
estimated that we make about one-thirtieth of our total health expenditures 
for the prevention of disease and the other twenty-nine-thirtieths for the 
treatment or cure of disease. 

In other words, you may find, as the discussion proceeds and as you 
take the public into your confidence and give it a voice, that the public will 
be inclined to be very radical about all of these discussions and may in 
time have a tendency to somewhat dramatically brush aside many of the 
little institutional or great institutional interests, many of the class or pro- 
fessional interests, that have thus far had a great tendency to obscure the 
main issue—which is to promote good health and correct bad living habits, 
and treat the diseases of mankind. 

Let us, after this somewhat statistical introduction, indicate some of the 
practical situations that arise. We have already mentioned one of these 
situations, namely, the difficulty that exists in endeavoring to adequately 
delineate the functions of the public and private hospitals, so far as the 
public itself is concerned. 

Theoretically, of course, the Government ought to pay for all free care, 
excepting such free care as private institutions desire to give for research 
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purposes. Practically speaking, private institutions use public funds and 
what are after all quasi-public funds, such as community chest and joint 
emergency relief funds, the funds raised by Jewish, Catholic, and Prot- 
estant Welfare Federations, United Hospital Funds, ete., etc. Thus it 
happens that the public service rendered by private hospitals is really given 
through public or quasi-public funds. 

In dealing with the situation diplomatically and generously, as both 
institutions and physicians have been doing, there nevertheless are certain 
clashes of interest. For example, there is a clash of interest on the defini- 
tion of the person who is indigent. 

From the standpoint of medical care in the present day, having just 
come through and still living in a period when unemployment affected, 
let us say, 13 to 14 million workers (not to speak of generations of school 
graduates ready to enter into the working class but never having found 
work )—when in addition to this tremendous number of persons, others 
walk in almost as deep an economic shadow in that they have been but 
partially employed, and those partially employed number almost as many 
as those unemployed 
demic because probably there are many more people without sufficient 
economic resources than the free facilities of Government and non-Gov- 
ernment hospitals really could care for, if we were generous in providing 


this discussion is somewhat academic. It is aca- 





care. 

We are today thinking in terms of there being insufficient economic 
resources among almost one-half of our working population. Indeed, in 
certain localities wise leaders of medical societies have made the sugges- 
tion that governmental funds be used to reimburse physicians for the 
treatment of some unemployed persons or partially employed persons rather 
than send such persons to clinic and hospital facilities, some of which have 
had to be grossly expanded in order to help meet the problem. 

The physicians or wise leaders of physicians have recognized that there 
has been a shift in the discussion from the certification of indigency, or 
lack of sufficient wealth to pay for medical treatment, to an entirely differ- 
ent base, namely—which particular agency, governmental or otherwise, 
should pay for the physician’s services. We shall have to return to this in 
discussing the question fundamentally later on. 

But even in those best days, in the so-called “roaring twenties,” when 
indigency affected a much smaller number in the population, it was demon- 
strated in the city of New York that while there were 100,000 people 
certified as indigent by the family welfare agencies of the city, there were 
about 1,000,000 who had received free service in the medical institutions. 
These were people, in the main, who had insufficient resources, though they 
might have been at work pretty steadily, to meet any of the major difficul- 
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ties or calamities of life; who could weather nothing but the lightest of 
storms, and whom the physicians and surgeons of the city helped by giving 
free service. 

In the hospitals, public and private, there are workers known as medical 
social workers who endeavor to certify to the indigency of patients or 
their inability to pay fully or even partially for their care. These medical 
social workers, of course, have other things to do that are to them just as 
important, if not more important, than this certification of the economic 
status of a patient. For the purpose of our present discussion, however, 
this is a vital thing which they have done and which they must continue 
to do, particularly in the light of our vastly augmented burden of impover- 
ishment. Indeed, the essential question that now needs to be considered 
is not the relatively few people who succeed, either through political pres- 
sure or through blandishment in securing service from our public or semi- 
public institutions without paying for such service when they should have 
paid, but, by and large, the problem really is are we going to have in the 
future a greatly increased mass of people, first, among those permanently 


PI 


dependent, and second, among those permanently on much lower incomes: 

Naturally, there are no statistics concerning the future. Your guess 
may be different from mine, but mine is that we are facing a future, let us 
say for 10 years, at any rate, with some feeling, if not knowledge, that 
both classes of people that I have just mentioned are going to be much 
greater in number than they have been, and that their problem, so far as 
medical care and conservation of health is concerned, is increasingly to be 
a problem for governmental intervention. Of course, as we have indicated 
in this discussion, such intervention may take place through present existing 
public or private institutions or through, as we may indicate later on, 
devising certain additional or different ways of dealing with the situation. 

It has been true in the past and it will be continuously true in the future 
that when we speak of medical dependency and inability to pay for med- 
ical care, we must not only include those people certified as indigent and 
needing funds from relief agencies, public and private, for their daily 
sustenance, but we must also include almost the entire mass of the mar- 
ginal population—and they are great in number—those that hover on the 
brink of dependency and are pushed over the brink by illness or unemploy- 
ment or other factors. 

Naturally, however, this does not answer the question that the physician 
has in mind, particularly when he knows that of physicians whose income 
had been reported in 1929, there were 22,000 who received an average of 
less than $1,500 in that year, and that all doctors’ incomes in that year 
averaged about $3,800. We all know and we all feel that these incomes 
have been reduced since 1929. It does not answer the question as 
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to how doctors are going to live under such conditions ; how they are going 
to be in a position to render so much by way of free service, no matter 
how much prestige or how much additional income may accrue to certain 
doctors because they do give free service. 

True, medical social work investigation and family social work at times 
succeeds in the rehabilitation of families and puts families on the road to 
make payments for medical care in the future and sometimes, very 
occasionally, to make payments for medical care rendered in the past. But 
from the standpoint of the public, physicians are part of the public, and 
the public feels that physicians should be paid for the services the public 
asks them to give. 

However, there is only one way of meeting the medical bill, if you look 
at it objectively and from the point of view of the public. The public, 
increasingly, is going to know that from the standpoint of the number of 
employees involved, that is, not only doctors, but also dentists, nurses, 
pharmacists, midwives, osteopaths, chiropractors, etc., that is, from the 
standpoint of 1,100,000 employees, health and medical service ranked fifth 
of all industries in the United States. It is stated that the value of prod- 
ucts and service involved was about $3,656,000,000, which ranks all of 
these services as seventh in value of products in all industries, and that 
the capital investment involved, $5,800,000,000, also ranks health services 
as seventh among 20 leading industries. These are figures which 
Evans Clark and others have cited. The public knows that it is dealing 
with a gigantic enterprise and not with an individual institution. The 
public pays the bill. The public is the patient. The public has been 
groping, through various kinds of voluntary associations in its labor unions, 
workmen’s compensation laws, individual and group health insurance, 
health activities and insurance schemes of various fraternal orders and 
what approaches medical guilds among groups of doctors, toward some 
solution of the problem which would mean the assurance of the position of 
the physician, and of the public and private hospital, so that those who 
became patients might, with some security, obtain adequate and necessary 
medical care. 

It seems that we are going to be forced to the conclusion that govern- 
mental intervention which has come to us through the workmen’s compen- 
sation laws, through the establishment of Simon-pure governmental hos- 
pitals, certain of which institutions, namely, those working on behalf of the 
tuberculous and mentally diseased, are not in question at any time-—that 
this governmental intervention as intervention will cease and we shall get 
on to the high road, rocky as it may look at the moment, of complete gov- 
ernmental interest in the health of the people and of the treatment of 
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disease. This would represent the interest of the public as voter and it 
is the ultimate and final expression of interest. 

The public, even in America, is growing older and wiser. It is beginning 
to note that 24 countries already have compulsory health insurance, and 
that in some of the more enlightened of these countries, such as Great 
Britain, there has been an extension of the plan from low wage classes to 
higher wage classes. Naturally, it would seem that these countries are on 
the road to complete incursion of the state into the entire field, so that 
most physicians and most people in the state will receive the benefits of 
national legislation, or, in our country, perhaps state legislation. 

The public knows that 18 countries have voluntary schemes of insur- 
ance. The public knows that six have both voluntary and compulsory 
schemes. 

It is a feeling that will inevitably grow among those who view this 
matter objectively and who not only think in terms of the 1,100,000 people 
involved in various forms of medical and health services, but who think 
in terms of the more than 120 million others, and specifically of the 143,000 
physicians or the 120-odd thousand who practice medicine privately, that 
the physicians should be paid for all their services through social insurance 
plans, since in no other way can there be guarantee of payment. 

After all, the public is interested in itself. It starts with that interest, 
as does any group that constitutes a part of the public, and, interested in 
itself, it is going to use the lamp of experience in finding the road that 
will lead to the rendering of good medical service when necessary and the 
expenditure of sufficient funds by government directly to assure, as much 
as possible, the health of the population. 

J am afraid that in this discussion the discussant has not paid sufficient 
attention to some of the present difficulties that affect the relationship of 
physicians to public institutions, the relationship of public institutions to 
private institutions. But you must charge this entirely to the Program 
Committee, which has asked him to discuss this matter not from his par- 
ticular point of view, but from the point of view of what is called the 
public—this includes not only the point of view of physicians and nurses 
and hospital administrators, but also the viewpoint of the tremendous 
number of people who are medically dependent, the tremendous mass of 
the unemployed—from the standpoint of the future of our population and 
our country. It is the conclusion of the public—and when informed it is 
going to be an inevitable conclusion—that we must guarantee, through 
voluntary and compulsory insurance, in other words, through that dreadful 
thing known as “state medicine,” the health and welfare of our people. 
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Dr. John M. Peters Retires 


FTER 44 years of continuous service as superintendent of 
the Rhode Island Hospital, Dr. John M. Peters, the dean 


of hospital administrators in this country, retires, effective 
January |. 


There are few men in public life in the United States who are 
more widely known or held in higher esteem than the kindly and 
lovable physician who has for almost a half century devoted his 
talents to the development of Rhode Island Hospital. This fine 
institution, one of the best from any viewpoint, will remain a living 
monument to his work and worth. 


As great as his service to his own hospital and to every other 
hospital in this country has been, his contribution to the cultural 
values of his city and state are equally prominent. His influence 
as an exemplary citizen, an eminent physician, and a benevolent 
administrator has been reflected in the lives of every one of the 
tens of thousands of patients who have been in his charge. 


Dr. Peters has been an active member of the American 
Hospital Association since the early years of its organization. He 
has been a guiding influence in its work for more than 30 years. 
He was president of the Association in 1909, and both before and 
since that year rendered exceptional service as chairman of many 
important committees. 


Most fortunate is the man who, after 70 years of active life, 
almost 50 years of which have been devoted to the relief of his 
fellow-men, can look with commendatory pride upon his life work, 
and contemplate his future with an unbounded faith in its goodness. 


On the day before Christmas Dr. Peters left for India. May 
he have a pleasant voyage and a safe return and may the coming 
year bring to him and his the blessings of health, happiness, and 
prosperity in rich abundance. All of which is the fervent wish of 
the American Hospital Association and his many friends in the 
hospital field. 


v 
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General Frederic A. Washburn to Retire 


FFECTIVE February 3, 1934, Dr. Frederic A. Washburn will retire as 

director of the Massachusetts General Hospital. For a quarter of a 

century, since 1908, he has been the administrator of this outstanding 
institution. For 12 years previous to that time he was in its service as intern, 
assistant resident physician, and resident physician. 

Since 1915 Dr. Washburn has served as director of the Massachusetts Eye 
and Ear Infirmary as well as of the Massachusetts General Hospital. The 
growth and development of both of these institutions has been due in a large 
measure to Dr. Washburn's careful planning and able administration. He has 
designed many of the units which have been built as a part of these two 
hospitals during his term as director. 

While in the service of the Massachusetts General Hospital he was 
granted leave of absence by the institution to enter the military service of the 
United States when his country was at war. He rendered distinguished service 
in the Spanish-American War and later in the Philippines during the Philip- 
pine insurrection. When we entered the World War, General Washburn was 
commissioned a colonel in the Medical Corps of the United States Army, as 
commanding officer of Base Hospital No. 6. As base surgeon in charge of 
American Army hospitals in Great Britain he rendered exceptional service 
and for this service he was decorated by the British Government with the 
Order of Companion of St. Michael and St. George. In recognition of his 
distinguished service during the World War he was promoted to the grade of 
Brigadier-General in the Medical Reserve Corps. 

Not less prominent than his services as a soldier have been his services as 
a citizen in times of peace. His contribution to the advancement of medicine, 
his influence on medical education, his association with the welfare activities 
of his city and state, have identified him as one of Massachusetts’ leading 
physicians and citizens. 

Dr. Washburn is chairman of the board of trustees of the Gardner State 
Hospital and a member of the Council on Medical Education and Hospitals 
of the American Medical Association. He has been an active member of the 
American Hospital Association for many years and was its president in 1913. 
His constructive policies and sound advice have been invaluable. 

It is given to but few men to serve country, state, and profession in the 
is fortunate that his institution and his profession will have the benefit of his 
hospital field in times of peace and war as Dr. Washburn has served, and it 
wise counsel for many years. 


« 








Planning the Operating Suite 


Louis H. BurtincHam, M.D. 
Superintendent, Barnes Hospital, St. Louis, Missouri 
Wicevur T. Truescoop, A.I.A. 
Architect 
Evarts A, Grauam, M.D. 
Surgeon-in-Chief, Barnes Hospital 


E WISH to bring out a few points that have been worked out in 
the new operating suite at Barnes Hospital which have been found 
advantageous. 

Location.—It is no longer necessary to have the operating suite on the 
top floor, or with a north light. The improvement in artificial lights and 
the use of head lights have made these requirements unnecessary. In fact 
the sky-light is apt to be too hot in summer and too cold in winter, the 
quantity and quality of the light is undependable, and this type of roof is 
always subject to leaks, which are hard to handle from a maintenance 
standpoint and are always presenting the danger of contamination. From 
the standpoint of easy transportation of patients to and from the operating 
rooms a more or less central location is preferable. For these reasons we 
deliberately assigned the third and fourth floors of a new eight-floor 
surgical building to the operating rooms and their accessory features. 

General arrangement—Two floors were planned for this purpose be- 
cause such an arrangement has the great advantage, through the use of 
spectators’ galleries, that visiting doctors who are attending operations can 
be kept on the upper floor, with greater comfort to themselves and more 
safety to the patient, while the patient, surgeons, assistants, nurses, and 
those particularly concerned with the operation can circulate freely on the 
floor below. 

While it may not always be feasible to adopt the scheme of having the 
spectators in a chamber completely closed off from the operating room by 
glass and directly over the operating field, with the remarks of the surgeon 
transmitted to the chamber by a loud-speaking device, this arrangement 
has much to recommend it. Both the galleries and the operating room 
itself, however, with such a plan are likely to be uncomfortably hot. 

Size of rooms.—This may be varied in accordance with the type of work 
that is to be done in the operating room, but we have found that for 
general surgery a room 22 feet square is amply large. — 

General arrangement of rooms.—In our plans the general arrangement 
is with the operating rooms in pairs with a scrub-up room and sterilizing 
room between each pair of operating rooms. This scrub-up room has 
scrub-up sinks on two of the walls so that the one room can be used for 
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both operating rooms. ‘The scrub-up sinks are interesting in that they 
were not specially made for this purpose, but are what are technically 
called “laundry trays.” These are made of chinaware and are really 
laundry tubs such as are used in private homes. They have been found 
very practical and cheap compared with the price we would have had to 
pay for special equipment. For sterilizing it has been found that one room 
between two operating rooms is sufficient. It seems advisable to have a 
separate sterilizer for instruments from each room, but one large sterilizer 
is sufficient for pans, basins, and certain dry goods for the two operating 
rooms. It is, of course, understood that there are large central sterilizers 
through which the bulk of the dry goods is passed. 

Floors—The floors in the operating room are of terrazzo which is 
treated with wax with a coved base to protect the walls from being injured. 
They contain a brass grille of 6-inch mesh to care for static electricity. 
However, in one room where electrical instruments are much used, it was 
found necessary to place a rubber mat on the floor to avoid shocks. 
Asphalt tile was selected for the floors in the corridors because of its quiet- 
ness, its easy replacement, its attractive appearance, and the ease of 
cleaning it. 

Walls —No tile has been used on the walls but a hard plaster composed 
of Keene and Portland cement has been used up to a height of 7 feet. 
This furnishes a very hard wall, but one which can be painted any color 
to suit the wishes of the surgeon. It can be washed as often as desired. 
It does not chip when struck by tables, stretchers, etc. 

Decorations.—One operating room has been decorated in a unique and 
pleasing manner and has elicited much favorable comment. More than 
three hundred individual figures appear in the decoration. 

Recaptured space-—By an ingenious scheme of the architect a consider- 
able part of the second story of each operating room has been saved for 
unusually commodious locker rooms, offices, and in one instance for air 
conditioning apparatus. This space ordinarily would be wasted. 

Facilities for visiting doctors—A special lounging room is reserved for 
visiting doctors on the second floor, together with an airy porch. The 
visitors’ galleries, to which there is easy access from the upper floor, are 
placed so that the lowest tier is 8 feet above the operating room floor. 
This gives a good view of the operating field to the visitors and also adds 
floor space which can be used in the operating room. Across and above 
the front rail of the visitors’ gallery there is a glass shield set at an angle 
to prevent contamination of the operating field. There are also black- 
boards, one on each of the two floors, with electrical signal devices show- 
ing the particular operations which are going on in each room at any time. 

Special teaching room.—The special teaching room is equipped with an 
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electrically controlled, vertically sliding partition which makes it possible 
to perform the instructive part of the operation before the audience and 
to begin and finish the operation behind the screen while another operation 
or patient is being demonstrated to the audience. 

Work rooms.—The work rooms are spacious but the chief point of 
interest in connection with them is that all sterilizing is done under a 
system of double controls, by means of a graphic chart and by controls 
which meit. That is, the contents of every loaded sterilizer are checked up 
in two ways. 

Waiting room—A room has been provided on the upper floor which 
can be used either by the relatives of patients or by those who are waiting 
to be used as donors for blood transfusions. 

Fluoroscopic room.—We have one very important room in the operating 
suite equipped for fluoroscopy and operating. We feel that it is important 
to have such a room as an integral part of an operating suite. This room 
is much used by the urologists and the bronchoscopists. Of almost equal 
importance is a similar room in which fractures can be set and other bone 
work done with the direct aid of the x-ray. 

G. U. rooms.—lIn addition to the rooms mentioned in the previous para- 
graphs regular cystoscopic rooms, arranged in pairs, with permanent x-ray 
equipment are essential. 

Air conditioning.—Through the gifts of two grateful patients one oper- 
ating room has been equipped with an air conditioning apparatus. This 
machine has a refrigerating unit with a 5-ton daily capacity. This appara- 
tus produces 50% relative humidity and while it can furnish almost any 
temperature desired, it is usually found best to keep it not more than 10 
degrees lower than the outside temperature, and of course never below 
80 degrees. 

Anesthesia —The anesthesia rooms are grouped around the elevators so 
that the transportation of patients is simplified. The patients may be said 
to stop in the anesthesia room on their way from the elevator to the 
operating room. 

Anesthesia gas —One welded pipe system has been installed for nitrous 
oxide and another for oxygen. These gases are stored in large tanks in 
the basement and through the pipe system are conveyed to each of the 
operating rooms. This greatly simplifies the anesthesia and also reduces 
the cost of the gases. 

Telephone system—lIt was found advisable to instal one telephone 
switchboard for the operating suite. Near the switchboard is a board on 
which the members of the staff can register in or out and their location 
in the operating suite by a system of levers. It is not electrical. Just be- 
low this staff register is an electrical arrangement by which the need for 
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orderlies, nurses, anesthetists, or secretaries is signaled from each of the 
operating rooms through different colored lights. The telephone operator 
can signal the individual required in the various operating rooms also by a 
system of lights, and the want is quickly supplied. 

We do not claim originality for all that has been done, but we are glad 
to report on the success with which the points we have enumerated have 
worked. 


A 








COMING MEETINGS 


Council on Medical Education and Hospitals, American Medical Associa- 
tion, Chicago, February 12-13. 

New England Hospital Association, Boston, February 16-17. 

Washington State Hospital Conference, Spokane, March 7. 

Western Hospital Association, Sacramento, April 9-13. 

Hospital Association of Pennsylvania, Pittsburgh, April 10-12. 

Joint Conference—Ohio, West Virginia, and Kentucky Hospital Associa- 
tions, Cincinnati, April 17-19. 

Ohio Dietetic Association, Cincinnati, April 17-19. 

Record Librarians of Ohio, Cincinnati, April 17-19. 

siennial Nursing Convention, Washington, D. C., April 23-27. 

Michigan Hospital Association, May. 

Iowa Hospital Association, Council Bluffs, May 2-3. 

Joint Conference 
Chicago, May 3-5. 

Minnesota Hospital Association, Rochester, May 24-25. 

Hospital Association of New York State, New York City, May 24-25. 

Midwest Hospital Association, Tulsa, May 25-26. 





Illinois, Indiana, and Wisconsin Hospital Associations, 


Missouri Hospital Association, Tulsa, May 25-26. 

American Medical Association, Cleveland, June 11-15, 

American Public Health Association, Pasadena, September 3-7. 

American Protestant Hospital Association, Philadelphia, September 21-24. 

American Hospital Association, Philadelphia, September 24-28. 

American Occupational Therapy Association, Philadelphia, September 
24-28. 

National Association of Nurse Anesthetists, Philadelphia, September 24-28. 

American Association of Hospital Social Workers, Philadelphia, Septem- 
ber 24-28. 

Children’s Hospital Association, Philadelphia, September 24-28. 

Ontario Hospital Association, Toronto, October 10-12. 

American College of Surgeons, Boston, October 15-19. 

Kansas Hospital Association, Newton, October 27. 
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Distribution and Organization of Physicians 
and Hospitals in the United States 


WiLL1aAM D. Cutter, M.D. AND Homer F. SANGER 


Of the Council on Medical Education and Hospitals, 
American Medical Association, Chicago 


HE OFFICERS of the American Hospital Association have asked me to 

present to you this morning a résumé of the activities of the American 

Medical Association. To comprehend clearly the scope and signifi- 
cance of these activities, it is necessary to know what the Association is 
and how it came to be. My task, therefore, is to outline the essentials of 
its organization and development, leaving to my associate, Mr. Sanger, the 
discussion of those phases of the work which are directly concerned with 
the conduct of hospitals. 

It is customary to refer the origin of the American Medical Association 
to a national convention of delegates from medical societies and colleges, 
called in 1846 by the Medical Society of the State of New York, mainly 
through the efforts of Nathan Smith Davis, to elevate the standard of 
medical education, which was then in a deplorable condition in this country. 
A year later, in Philadelphia, a permanent organization was effected for 
the purpose, according to the preamble to the Constitution, of “cultivating 
and advancing medical knowledge ; elevating the standard of medical educa- 
tion; promoting the usefulness, honor, and interests of the medical pro- 
fession ; enlightening and directing public opinion in regard to the duties, 
responsibilities, and requirements of medical men; for exciting and en- 
couraging emulation and concert of action in the profession ; and facilitat- 
ing and fostering friendly intercourse between those engaged in it.” Our 
present Constitution, adopted in 1901, has not added to or materially 
changed these excellent objectives as originally declared, save in one 
particular, which is significant of the progress of medicine and the relations 
of physicians to the community. “The broad problems of hygiene” has 
been substituted for the phrase, “the duties, responsibilities, and require- 
ments of medical men’ as the subject regarding which public opinion 
should be informed. 

At the birth of the Association much discussion was given to the 
question whether it should be organized as a representative body or as a 
self-constituted and self-perpetuating society, electing its own members. 
It is interesting to speculate upon what would have been the history of the 
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Association had not the wiser choice been made, in favor of the more 
democratic, representative plan. lor 55 years it operated under a con- 
stitution which provided for representation from organized medical 
societies, whether local, district, or state, and also from hospitals, medical 
colleges, and other similar institutions, every 10 members of an affiliated 
society being entitled to one delegate, and only the delegates having the 
right to vote. Cumbersome and ineffective as this structure became with 
the unparalleled growth of the profession and of the country, it was well 
suited to the conditions existing at the time of its adoption. 

So much has been achieved in the last three decades that it is easy to 
lose sight of the great service rendered during the preceding half century. 
The founders of the American Medical Association brought into being a 
national organization, truly representative of the whole medical profession 
of this country. So organized, it has inherent elements of strength which 
secure its future against either its own blunders or attacks from without. 
Toward the end of the last century, however, it became apparent that the 
Association had outgrown its machinery. Orderly and effective conduct 
of business, deliberate and well considered action, the adoption and execu- 
tion of any continuous policy, were practically impossible. 

The very simple but much needed reorganization effected in 1901 after 
full discussion and mature consideration was, in its essential features. 
identical with that proposed 14 years earlier by a committee the chairman 
of which was Nathan Smith Davis, the founder of the Association. It 
was provided that: 

1. Representation was restricted to state societies. 

2. The total number of delegates was limited to 150. 

3. These were designated the House of Delegates of the American 

Medical Association. 

There followed a reorganization of the state societies along similar lines, 
the state societies being composed of county units, so that a physician who 
joined his local county society thereby became automatically a member of 
his state society, and of the American Medical Association. The federa- 
tion thus created has proved to be simple and effective. Three decades 
have demonstrated convincingly the soundness of its fundamental features. 
According to the latest information available there are in this country 
160,000 physicians, of whom 98,000 are members of the American Medical 
Association. It is thus truly representative of the medical profession in 
this country, for it embraces every physician who desires to share in the 
collective activities of his fellows. No other body speaks for the profession 
with authority. Only the unified support of so large a group could have 
made possible the accomplishments of recent years. 
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COUNCIL ON PHARMACY AND CHEMISTRY 

Of the work accomplished by councils and committees that of the Council 
on Pharmacy and Chemistry is notable, and merits the high commendation 
which it has received from the profession and the enlightened public. A 
check has at last been put on the exploitation of the profession, and to a 
considerable extent likewise of the public, by the strongly entrenched and 
widely ramifying patent-medicine evil with its shameless frauds, misrepre- 
sentations, deceits, and dangerous practices. The work of this Council 
has assumed international proportions and it is gratifying to note that 
legitimate pharmacy and the respectable manufacturing pharmacists are 
coming to appreciate more and more its benefits. 

MEDICAL EDUCATION 

For nearly 30 years the Council on Medical Education, by steady, con- 
tinuous, well directed work, including personal inspection, has been engaged 
in collecting and publishing a vast amount of accurate, detailed information 
concerning the medical schools and every phase of medical education in 
the country. Its conferences have been attended by leading educators, 
and the addresses and discussions on these occasions have been interesting 
and valuable. At all times the spirit of this work has been constructive 
and such criticism as has been offered has been genuinely helpful. The 
facts elicited, as well as those published in the highly important “Report 
on Medical Education of the Carnegie Foundation for the Advancement 
of Teaching,” acquire impressive significance when marshalled in concrete, 
statistical form and are of enormous consequence to the medical profession 
and the community. The attitude of physicians should be clear in this 
matter, for the strength and credit of the profession, the great interests 
of public health, municipal, state, and national, and the welfare of the 
individual all depend on the quality of training given in our medical 
schools. 

ANIMAL EXPERIMENTATION 

Through its Council on Defense of Medical Research, the Association 
has performed a duty which we owe not only to the present generation 
but to all who are to follow us, for there would be little hope for the future 
of medical education or the progress of medical science and art if medicine 
were deprived of the opportunity for experiment. This method, which 
from the nature of the subject must consist largely in experiments on 
animals, is for the science of medicine precisely what it is for chemistry 
and physics—the greatest means of advancing knowledge. Observation 
and experiment are the warp and woof of the fabric of scientific medicine, 
the one as necessary as the other. Experiments on animals, however, 
differ from those conducted on inanimate matter in that they should never 
be undertaken without a serious purpose and a grave sense of responsibility 
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to avoid the infliction of all unnecessary pain. In no other use of animals 
for the benefit of man is equal solicitude exercised in this regard. 

The antivivisectionists are engaged in an utterly hopeless undertaking in 
their attempts to convince the public that experimentation on animals is 
of little or no benefit to mankind. As all physicians know, these benefits 
are simply inestimable, and one is almost inclined to welcome an agitation 
which has afforded us the opportunity to present to the public conclusive 
evidence on this question in the admirable papers already published and 
in course of preparation under the supervision of the Council on Defense 
of Medical Research, which is doing a work comparable to that of the 
British council on the same subject. These papers, issued in pamphlet 
form, have been widely circulated and are at the service of anyone who 
desires to use them. 

MEDICAL AND HEALTH LEGISLATION 

This Association as the representative of the medical profession of this 
nation cannot and should not be indifferent to legislation relating to im- 
portant matters of public health and medicine, but the determination of 
the precise character and extent of its activities in this field is a question 
of considerable difficulty which we have not as yet fully and satisfactorily 
solved. The Association should assuredly keep aloof from politics in the 
customary significance of this term, and it should never resort to the arts 
or wiles of the politician. It should never appear in advocacy of legislative 
measures which are not clearly for the public welfare. Being a national 
organization, it should not intervene actively in state legislation, although 
here it may be helpful in an educational and advisory capacity. Its func- 
tion and indeed its duty in relation to national legislation concerning health 
and medicine is to utter the voice of medical science as effectively as 
possible and to endeavor to have it heard by the lawmakers. It was evi- 
dently proper for the Association to aid in the defeat of the antivivisection 
bill before Congress, to support the passage of the Food and Drugs Act, 
the pensions for the widows of our medical heroes, Reed, Lazear and 
Carroll, the introduction of trained nursing in the army, and various public 
health bills. 

The field of usefulness for this Association regarding legislation properly 
within its purview includes, however, more than the advocacy or dis- 
approval of specific laws already framed; it embraces likewise such matters 
as the collection of facts, legal opinions, historical data and information 
bearing on the questions concerned, the careful study of fundamental 
legal principles and of existing conditions in order to know what is right 
and also what is practicable, the examination of medical and sanitary 
laws, administration and activities in this country and abroad with a view 
to useful recommendations, the discriminating consideration of the powers 
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and function of the national Government and of state and local govern- 
ments respectively in the protection and promotion of the public health, 
codperation with other agencies and efforts, especially those endeavoring 
to secure greater uniformity in state legislation by framing model laws 
relating to vital statistics, medical licensure, pure food and drugs, and the 
like, and the education of public opinion in support of laws for the common 
good, which are the only laws in which this Association has any interest 
whatever. 
PUBLICATIONS 

Perhaps the most widely utilized of the services of the Association is 
that which it renders through its publications. The Journal, universally 
acknowledged to be the best of all medical journals of general scope, is too 
well known to you to need description here. Special journals covering 
eight fields of medicine have been established and are published by the 
Association at considerable cost. These deal with internal medicine, 
diseases of children, neurology and psychiatry, dermatology and syphilology, 
surgery, otolaryngology, pathology, and ophthalmology. Hygeia, a maga- 
zine for the layman, has afforded a means of educating the public with 
regard to the standards of present-day medical practice. The Directory 
has become through the 30 years of its existence the acknowledged source 
of authoritative information regarding physicians. Special mention is due 
to the Quarterly Cumulative Index Medicus. Covering some 1,600 med- 
ical journals in English and numerous foreign languages, it represents 
the most available guide to medical literature to be found anywhere in 
the world. It is absolutely essential for the physician who desires to make 
a study of any subject in which he may be interested. The cost to the 
Association of publishing this index is over $40,000. 

BIOGRAPHICAL FILES 

The records maintained at the Association headquarters contain the most 
complete biographical information regarding physicians that is anywhere 
to be found. Nota day passes without requests for information regarding 
some of these physicians. Many state boards of medical examiners refuse 
to grant a license by endorsement until the doctor’s record has been cleared 
through our office. During the late war the United States army and navy 
referred every application for a commission to us for verification. 

LIBRARY 

The library of the American Medical Association is unlike any other 
library that I know of. Instead of guarding its files of current journals 
so that they may be consulted only by those physicians who live in the 
immediate vicinity, it has made, through its package library service, the 
wealth of its material available to every doctor in the land. From the 
smallest country village a physician may write to the Association for 
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information regarding any medical topic whatsoever. Carefully selected 
papers from the current periodicals are clipped and sent to him without 
expense save for postage. It is impossible to overestimate the importance 
of the assistance thus rendered to those practitioners who are out of touch 
with large medical centers. 

ORGANIZED EFFORT 

Organized effort is a distinguished mark of modern civilization. It is 
as essential for the advancement of science, of education, of social and 
industrial reform, of philanthropic endeavor, as for the promotion of 
commerce. With the remarkable progress of medical science, especially 
during the last three decades, man’s power to control disease has been 
vastly increased, and the sphere of usefulness of the physician has been 
correspondingly widened, and with advancing knowledge will continue to 
expand. The skill and knowledge of the physician and sanitarian have 
acquired a new and ever-increasing importance and significance in the 
movements for social amelioration, for improvement of the conditions of 
labor and of living, for the conservation and most efficient utilization of 
the productive energy of the world, and for the reclamation of regions now 
yielding no return to civilization. 

Among the organized forces for advancing the prosperity, the happiness, 
and the well-being of the people of this country, the American Medical 
Association has an important part to play. We are justified in the confi- 
dence that, with the united support and loyalty of the profession, this 
Association, broadly representative and standing for the best ideals of 
medical science and art and for professional and civic righteousness, will 
contribute a beneficent share to the working out of our national destiny. 

x * x ; 
GrowtH oF Hosprrats AND THE AMERICAN MEDICAL 
Association REGISTER 

There was no complete census of hospitals in the United States prior to 
1909, with the possible exception of a survey of hospitals and medical 
societies begun in 1872 by the United States Department of Education, 
and published in the Transactions of the American Medical Association, 
Volume 24, 1873. That report gave the names of 178 hospitals. It said 
that 146,472 patients were admitted in 1872; that there were 35,604 beds; 
that 18 hospitals had over 400 beds, 38 between 200 and 400, and 46 
between 100 and 200 beds. Fifty-three hospitals reported from New York 
State, 22 from Pennsylvania, 17 from Illinois, and 13 from Massachusetts. 
Fifteen were supported by cities, four by counties, seven by religious 
bodies, and 67 “by patients and other sources.” 

The total number of beds in 1872 must have been around 50,000. Re- 
liable figures are lacking from that time until 1909 when a fairly accurate 
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census of hospitals gave the number at 4,359 with a capacity of 421,065. 

In 1880 there must have been approximately 85,000 beds; in 1890 
around 150,000; in 1900, around 250,000. Since then we have found, by 
actual census, 443,348 beds in 1910; 669,639 in 1920 and 1,014,354 in 
1932. In 60 years the number of hospital beds increased from 50,000 to 
one million. In 1872 the ratio was one hospital bed to 817 people. (In 
1880, the ratio was one bed to 590 people. In 1890, one bed to 419 people. 
In 1900, one bed to 304 people. In 1910, one bed to 208 people, and in 
1920, one bed to 158 people.) The 1932 census shows about one hospital 
bed to 128 people. In that time the ratio of beds to population increased 
six-fold. In 1872 one person in 279 received hospital care; during 1932, 
one person in 17 not counting out-patients. 

If people at the present time used hospitals no more freely than they 
did in 1872, our 124,481,488 people would need only 152,364 beds, or a 
little more than what is now required for New York State alone. 

Our million-bed hospital system, which admits 14 patients for every 
minute, is something we are all proud of. 

We, however, who are working in the hospital field and who receive 
information before the public does and who, therefore, have a duty to the 
public—we may well take a little time right here to consider increasing 
hospital capacity in ratio to the rate of increase in population and the 
demand for hospitalization. Hospitals have been growing rather uniformly 
at the rate of nearly 25,000 beds a year for 25 years. These thousands 
of beds that are added each year are not like so much merchandise manu- 
factured in excess of present needs. Hospitals are not consumed. The 
25,000 beds that were added one year became as 50,000 the next year, 
75,000 the next and so on. We have these additional hospital facilities on 
our hands. 

Not only has the building of hospitals kept pace with the population 
but a given unit of population is making use of hospitals six times as 
much as it did 60 years ago. The condition at present is—145,000 beds 
vacant in general hospitals and a total of 206,000 vacant beds in all 
hospitals. 

Adequate hospitalization is a good investment; too little is a menace; 
too much is a burden. 

There can be no question that the over-building of hospitals tends to 
promote the use of them in ways that are unnecessary and even harmful. 
If vast hospital plants are built for the care of veterans there will be a 
tendency with the passing of the veterans to find some other use for those 
buildings, whereby their competition with civilian hospitals will be per- 
petuated, and at the expense of taxpayers. 

Also, if civilian groups provide hospital facilities in excess of normal 
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needs, will there not also be a temptation to resort to methods of keeping 
beds filled which may not always coincide with the best interests of the 
public? There is an obvious difference between making our hospital service 
better and merely making it bigger. 

The building of additional hospitals, then, should be governed by con- 
scientious, intelligent direction. This direction can come partly from leaders 
and experts in the hospital field but in order to be on a sound foundation, 
the citizens of each community must assume final responsibility for their 
hospitalization. This is fundamental if they are to participate in the 
support of hospitals. People are not interested much in things that are 
pressed upon them without their knowledge, consent, and participation. 
Would it not be wise also if those who appropriate for hospitals and those 
who give to hospitals would give to existing hospitals so as to better 
utilize and renew and improve existing hospitals rather than provide 
additional empty or partly filled facilities ? 

THE DIRECTORY AND THE HOSPITAL NUMBER 

By the Constitution of the United States, the regulation of medical edu- 
cation, medical licensure, and other functions related to hospitalization were 
denied the Federal Government and guaranteed to the state governments or 
left unassigned. 

This situation made it necessary for some voluntary agency to compile 
intormation from the 52 states and territories and act as a clearing house 
of information and to assist in the correlation of their various standards 
and their activities. It was in this way that it fell to the American Medical 
Association to perform the service of providing for a census and directory 
of hospitals and physicians. Practically all physicians have more or less 
need for a list of hospitals in all parts of the country that they can use in 
referring their patients who move from one place to another. They also 
want to know about the hospital facilities of communities into which they 
may move. Young physicians, and particularly interns and residents, are 
constantly looking for places where they can get additional hospital 
experience or perhaps staff connections. 

A feature of the Register, which is of special value to hospitals, is the 
separation of the fit from the unfit. It is obvious that all hospitals and 
the American Medical Association have a mutual concern in the annual 
census. It is obvious, also, that the census should be taken over the entire 
country and should cover the entire hospital field completely and that 
ideally all hospitals should answer simultaneously so that the report which 
is published in The Journal for the benefit of all concerned may be as 
nearly up to date as possible and that it may present basic information 
regarding every hospital. 

In the limited space in the Hospital Number of The Journal we will tell 
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some 15 basic facts about each hospital including data concerning the 
amount of service and its special recognition, if any, for internship, for 
residencies, and the state recognition of schools of nursing. 

These hospitals that are approved for internship and for residencies are 
visited as often as that is possible, but it is not feasible to get around 
to all of them each year—neither is it necessary. The expense runs around 
$40 per hospital. In lieu of an annual visit, therefore, the Council has 
arranged a convenient form on which the approved hospitals can report 
on the instruction of interns each year. In this way the lists of approved 
hospitals can be presented to the medical schools, state boards of examiners 
and others with the recommendation of the Council but without the 
necessity and expense of an annual visit. 

It is a pleasure to acknowledge the splendid response that greets the 
annual census from all of the approved hospitals and all other registered 
hospitals. It is not uncommon that a complete report on internship is 
received from every one of the approved hospitals—in fact, that is our aim 
sach year. 

The list of registered hospitals now contains 6,562 names. The publica- 
tion of this list in the Directory, in The Journal, and in other publications 
gives them a most valuable publicity, which is all the more significant 
because it is on a non-commercial basis, costs the hospital nothing, and is 
prepared by unprejudiced parties. 

On the other hand, there are 541 institutions which because of alleged 
questionable practices, unqualified staff members, unethical or immoral 
practices, or lack of equipment are deemed unworthy of being in such 
company. Some of those institutions, because of the pressure thus brought 
on them, work reforms in their organization or changes of ownership or 
control that bring them back into the fold. 

EDUCATIONAL FUNCTION OF HOSPITALS 

3ut beyond these elementary facts, there is to my mind nothing that 
holds greater interest for hospital administrators, the medical profession 
and the public than the educational function. The distinctly teaching 
hospitals include some 300 affiliated with medical schools for undergraduate 
teaching, 689 with a capacity of 214,248 beds that have been approved for 
intern training, and 359, with a rated capacity of 251,494 beds, which 
offer approved residencies in special branches of medicine. It is a well 
known fact that the hospital which is most successful in teaching also 
affords the best care to its patients. 

The list of hospitals approved for intern training was begun in 1914 
and has been published annually or oftener. It had to be kept up as well 
as possible without adequate inspection of the hospitals until more recent 
years when the visiting of hospitals by the Council’s staff has been possible. 
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To help hospitals get good interns and residents and to help candidates 
find places, revised lists are mailed to medical schools so that the seniors 
will know what hospitals to select, and to state boards of medical examiners 
so they will know what hospitals should be accredited for intern training, 
and to other agencies in order that the recognition of the hospitals might 
be widely established. The hospital reports to the Council the names of 
interns and residents. These receive credit in the biographical files of the 
American Medical Association. Incidentally, the breaking of contracts 
has been reduced to a minimum. 

In these educational hospitals there are approximately 18,000 medical 
students, 6,000 interns serving general internships, and 4,000 residents— 
a total of 28,000 persons taking medical courses in accordance with pre- 
scribed curricula and schedules of instruction and practice. Along with 
this formal instruction, there is an unknown, but certainly a very large 
amount of education through special arrangements for postgraduate work, 
preceptorships, and assistantships. Last, but not least, all of these educa- 
tional hospitals, and practically all other hospitals that have properly 
organized staffs, are powerful agents for the interchange and dissemination 
of medical knowledge. 

Add the 78,000 students of nursing and you have a total of 106,000 
under intensive formal education. 

The educational function of hospitals is the means of making better 
doctors in order that we may have better hospitals. It is just as truly the 
means of making better hospitals in order that we may have better 
doctors. There is, therefore, a relationship between the medical profession 
and hospitals that is more than merely reciprocal. The two are practically 
identical. The medical profession and the hospitals are as necessary to each 
other and as closely related to each other as the brain or heart is to the 
body. 

The educational function of hospitals is a means not only for finding out 
knowledge but for making particular knowledge general. Discoveries that 
are made in one place or by one person can by means of hospitals be spread 
so as to benefit all people. Therefore, the education of medical students, 
interns, residents, and nurses is a reproductive function and hence abso- 
lutely vital—the one imperative duty and responsibility of hospitals and 
the entire medical profession. 
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The 1933 Institute for Hospital Administrators 


HE American Hospital Association views with a great deal of 
T satistzction the record of the work of the Institute for Hospital 

Administrators held in Chicago immediately following the Mil- 
waukee convention. Everyone who was associated with the Insti- 
tute—the students, the lecturers, the members of the Chicago Hos- 
pital Association who arranged the clinics, and those who conducted 
the seminars—felt that this major effort of the Association toward 
the training of hospital executives was of proven worth. The 
attendance and interest of the large number of administrators 
encouraged the committee in charge in the hope that these Insti- 
tutes may be a continuing and an important feature of the Asso- 
ciation’s contribution to the advancement of the hospital field. 

After a period for a review of the activities of the Institute and 
earnest consideration of its accomplishment, the committee has 
submitted to the Board of Trustees of the American Hospital 
Association this interesting report. 

Report OF THE COMMITTEE ON ARRANGEMENTS 
The committee appointed to take charge of the Institute for Hospital 
Administrators conducted last September under the auspices of the Amert- 
can Hospital Association presents the following report: 


The Institute, as the trustees are already informed, was held through the 
cooperation of the University of Chicago at Judson Court, one of the 
university dormitories, where practically all of the students lived. The uni- 
versity took no educational responsibility for the course but several of its 
faculty participated, including Dean W. H. Spencer of the School of 
3usiness, Dr. Henry S. Houghton, director of the University Clinics, and 
Mr. John C. Dinsmore, superintendent of the clinics. Mr. Dinsmore acted 
as secretary of the Curriculum Committee and the actual administration 
of the Institute during the three weeks of its activity and for several weeks 
before and after was carried on by one of his secretaries, who put in 
full time during this period. 

The Curriculum Committee voted last spring to set a limit of 100 to the 
number of students accepted, but nearly 500 inquiries were received after 
the announcement went out to the hospital world. There were 207 paid 
registrations, of which 26 were returned because of ultimate inability to 
attend. Finally, 181 students attended and 149 completed the course and 
received certificates. The registration included students from almost all 
of the states, also from Canada, Mexico, and Puerto Rico. The student 
body remained enthusiastic throughout the course. 

The immediate expenses of the course were covered by the registration 
fees. We are informed that the out-of-pocket expenses of the Association 
amounted to about $425 and those of the university to about the same sum. 
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Both have been reimbursed in full. In neither case, however, do these 
figures include certain general services, or the time of the officers, nor 
were any fees paid to the lecturers or leaders of seminars. The codpera- 
tion of the Chicago Hospital Association was an essential factor in securing 
the success of the Institute, as they arranged for clinics at hospitals, for 
tours in Chicago, for a banquet, and for entertainment features which were 
greatly appreciated by the students. 

There was a general demand from the students for a copy of the lectures 
and discussions. About 110 students subscribed for these at $7.50 each. 
This money is, of course, handled through the treasury of the Association. 
The proceedings will not be published but will be mimeographed, after 
editing. They will be sent to the subscribing students only, with a few 
copies retained for use by officers and committees of the Association and 
interested persons at the University of Chicago. 

At the request of the president and secretary of the Association, we are 
including in this report such criticisms and suggestions as we can, based 
on the Institute of 1933. These may perhaps be of help in future plans. 
We invited criticisms and suggestions from students, 39 of whom gave us 
their ideas in writing, a number of others orally. 

1. The residence factor seemed an essential element in the success of 
this Institute. It would have been almost impossible to administer it if 
the students had not lived in a single place, with classrooms close by and 
in quarters which in convenience and dignity gave a wholesome setting. 

2. It is believed that the registration fee of $5 could just as well have 
been $10 or $15. It is obviously not our desire, or that of the Association, 
to charge more than would cover out-of-pocket expenses. A fee of $10, 
however, would not have been a deterrent, and would have made ‘possible 
a more adequate administration of the Institute and fuller reimbursement 
of expenses. What is even more important, a smaller number of students 
could be accepted and still meet expenses. We recommend a $10 fee for 
1934. 

3. The time of the students was divided for five days a week about 
equally between classroom work and visits or “clinics” at hospitals. The 
classroom work usually included one lecture a day and a two-hour period or 
“seminar,” with ample opportunity for questions and discussions. This 
division of time worked well, except for the criticism of the “clinics” 
hereinafter noted. Saturday morning could have been utilized for class 
work. Several students suggested that some evening sessions be held. 

4. There was some question whether a period of two weeks would not 
have been more satisfactory than three weeks. There was, however, no 
apparent falling off of interest in the third week. It would probably be 
possible, by better planning and a little longer weekly schedule, as suggested 
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in the preceding paragraph, to get nearly as much work into two weeks as 
we had this year in three. We recommend a two weeks’ Institute in 1934. 

5. There was considerable criticism that some of the afternoon clinics 
in hospitals were not adequately prepared, and that the number of students 
visiting at one time was often much too large. Despite the fullest coopera- 
tion from all members of the Chicago Hospital Association, the large num- 
ber of students made it impracticable to arrange the clinics in correlation 
with the lectures and seminars of the same day, nor was it possible to go 
over the subject matter of each clinic with each superintendent in advance, 
as would be desirable. A more definitely planned schedule of “clinics” 
should be maintained in 1934. It would also be advisable to use only a 
small number of hospitals—not more than 10—for the clinics. The super- 
intendents of these hospitals could then be brought into close touch with 
one another and with the plans for the lectures and seminars so that the 
clinics could be intimately correlated with them. Other hospitals could be 
inspected in a general way on a few arranged tours. 

6. In the “seminars” it would be advisable in the future to have one 
leader for each instead of several associated leaders, as we had in some 
instances. Naturally there were differences in the teaching effectiveness 
among seminar leaders and in their ability to lead discussion effectively. 
The selection of personnel was in some instances criticized because of com- 
mercial connections. In 1934, the material which is to be presented should 
be reviewed more thoroughly in advance, on the basis of a synopsis sub- 
mitted by each selected leader. 

7. In general the number of students was too large for adequate indi- 
vidual opportunity in the seminars and discussions, and in the “clinics” 
at hospitals. There were wide divergences among the students. All had 
had some administrative experience. The majority were in charge of hos- 
pitals or were assistant superintendents, but those who had had responsible 
administrative positions for years naturally felt that some of the discus- 
sions and clinics were rather elementary. There was much demand for 
the grouping of students according to experience or maturity. This might 
have been arranged in advance, but it seemed impracticable once the Insti- 
tute had started. 

8. In the future, we believe it would be advisable to limit the number of 
students and to enable the more mature ones to specialize their schedule 
somewhat according to their particular background and needs. A _ fuller 
application blank, furnishing more details as to previous training and 
experience, would enable this to be done tentatively in advance, checking it 
with the students personally on the opening day. 

9. The division of the students into advanced and elementary groups, 
with opportunities for some elective work and specialization, will be much 
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more important in 1934. Many of the same students have expressed a 
desire to come to the Institute again provided it were not merely a review 
of the same ground and provided there were more opportunity for the 
study of particular hospital problems in which the more mature individual 
has reason to be interested. 

10. The amount of time required for planning and management should 
be carefully weighed before an Institute is announced. This year a large 
part of the time of two members of the committee was required during the 
period of the Institute, and it also brought a heavy burden on the office of 
the Association. A considerable amount of time was also demanded during 
the preceding months. To effectuate the improvements which are sug- 
gested in this report, still more time will be necessary. 

11. We appreciate that while: Institutes are valuable to administrators 
who are already in the field, they do not take the place of a thorough 
course for the training of hospital administrators under university auspices. 

12. We do not think that an Institute could be effectively conducted 
except in a few of our largest cities in which the close cooperation of a 
university could be obtained and in which there is a number of well admin- 
istered hospitals. 

13. This committee, being a Chicago group, does not wish to judge 
the relative advantages of diferent cities. We would suggest, however, 
that in favor of the conduct of an Institute in this city in 1934 the follow- 
ing advantages may be considered : 

a) A central geographical location, particularly to sections of the coun- 
try having many small hospitals. 

b) Facilities and aid in instruction available through the codperation 
of the University of Chicago. ' 

c) Experience gained by Chicago group through the Institute this year. 

On the other hand, there are the advantages of diversifying the areas 
in which Institutes are held and of being able to hold an Institute in con- 
junction with the annual convention of the Association. 

On the whole, we believe it would be best to conduct an Institute in Chi- 
cago in 1934, and are prepared to proceed to plan it accordingly. 

Respectfully submitted, 
Micuaet M. Davis, Chairman, Chicago 
Asa S. Bacon, Chicago 
Dr. Bert W. CaLpweLt, Chicago 
Joun C. Dinsmore, Chicago 
Paut H. FEsLer, Chicago 
Dr. Matcotm T. MAcEAcHERN, Chicago 
Mr. L. C. VonpvEr Hetpt, Oak Park, Ill. 
Dr. WiLtL1AM H. Watsu, Chicago 
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Taxpayers, Politicians, and the Indigent Sick 


C. W. Muncer, M.D. 


Director, Grasslands Hospital, Valhalla, New York 


greater extent than ever before. Economic conditions have forced 

increasing numbers of sick persons to seek public aid in their hos- 
pital care. Also, overburdened taxpayers are displaying deep interest in 
governmental expenditures, often bringing the budget of public hospitals 
into the public eye. Formerly, the public hospital occupied a less promi- 
nent position, due to the preponderance, in this country, of the voluntary 
hospital system. The majority of patients were able to pay part or all of 
their own hospital costs; while public institutions carried a heavy volume 
of work, their relative importance in the entire hospital scheme of our 
communities was less than at present. 


Fang is being centered upon the tax-supported hospital to a 


The growing volume of service required of hospitals has naturally 
brought increased hospitalization expenditures into the tax dollar. In al- 
most every instance, the public has wanted proper care given to the sick 
poor but has perforce watched with anxiety the increasing amounts de- 
manded of the taxpayer to support the work. To one who is close to this 
problem, it appears that the average taxpayer would like both “to have 
his cake and to eat it,” which, after all, is a fairly human reaction. Since 
the piper must be paid, it is essential that each community be thoroughly 
educated as to the public hospital’s work and as to its value to the rich and 
the poor, the sick and the well. Only thus can we hope to break down 
the natural resistance toward these costs. The success of the public hos- 
pital in securing sufficient support will be governed somewhat by the rela- 
tive wealth of its district, but much depends upon the public’s opinion of 
the value of the work accomplished. 

In former days, the patients in public hospitals were from among the 
chronically poor and inarticulate. The patient’s opinion of the hospital, 
whether good or bad, seldom gained public attention. That situation is 
changing, in that the depression has made many persons poor enough to 
require the services of public hospitals, who, having seen better days, are 
not only able to judge the quality of a hospital’s work, but also are able to 
criticize or praise it volubly, upon occasion. This writer firmly believes 
that there has long been a tendency in our preponderantly “voluntary” 
hospital system to discount too far the quality of the hospital work done 
under tax funds. Unfortunately, a considerable proportion of public hos- 
pitals are thoroughly deserving of this disapproval, but the odium has been 
attached to good and bad alike. 


[78] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Convention speakers and writers in our journals have severely arraigned 
certain large public hospitals for their failure to fulfil their proper func- 
tions. This writer does not doubt the validity of these accusations. In 
this period of acute need, a community whose public hospital facilities are 
adequate and proper is in a fortunate situation. Those other communities, 
where lack of public interest or political corruption, or both, have sorely 
hindered the hospitals, find themselves in desperate straits to relieve the 
sufferings of their fellow-citizens. We have never had an even coverage 
of this country, with public hospital facilities. We are surest to find 
public hospitals in the larger centers, although certain cities and counties 
of comparatively small population have met this need admirably. These 
small communities have surprisingly adequate tax-supported hospitals, 
while some sizable cities have made no provision whatever. In general, 
the more populous areas do provide themselves with facilities; these are 
almost invariably inadequate to the needs of normal times, and the stand- 
ards of work maintained range from the excellent to the inexcusable. 
Some districts whose need is great and whose percentage of indigency is 
high are unable or unwilling to support proper public hospitals. We seem 
to find our best public hospitals neither in the largest nor in the smallest 
cities, but rather in communities of several hundred thousand population 
where the average citizen in average times is educated and prosperous, 
but where, also, there is enough poverty to create a definite need. 

Very rarely do we find good public hospitals where corrupt political 
organizations have ruled for long, or where there has been a general in- 
constancy of governmental policy. Since they are closely allied to Gov- 
ernment itself, public hospitals can suffer the same inefficiencies as befall 
Government when each succeeding administration washes the slate clean, 
without regard to past accomplishments, and puts in a new set of in- 
efficient or inadequate workers. Since they must be supported by Govern- 
ment, it is futile to try to remove public hospitals from governmental 
control. The remedy for abuses lies rather in education of the public to 
demand proper handling of this work by Government. 

Several years ago the present writer served with others as a Committee 
on Public Hospitals of this Association. A thorough study was attempted, 
but the committee was partly blocked by the apathy of those in charge of 
public hospitals, by their failure to realize the problems of their field, and 
by the serious lack of adequate records of past work. Such facts as were 
obtained revealed variable, but generally low, public hospital standards 
throughout the country. The need of closer attention by the Association 
and by the public to the peculiar requirements of these hospitals was em- 
phasized in our report. The committee pointed to the then increasing 
need for such institutions and to the desirability of proper plans and 
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standards with which to guide the inevitable growth of this section of the 
hospital field. The years which have intervened since the issuance of this 
report have seen marked development and improvement in some sections. 
Yet, to a certainty, a resurveying of public hospitals as of 1933 would 
still find the actual far below the necessary facilities. We would still find 
an uneven coverage of the country, with glaring deficiencies in certain 
cities and counties. 


Why are some communities blessed with good public hospitals and why 
are others cursed with bad? First, let us frankly admit that these hospitals 
usually reflect the relative state of purity which exists in local politics and 
government. An enlightened and socially-minded population is a great 
help in itself, but is a greater help, indirectly, in that it usually elects and 
supports a better type of public official. A disgraceful public hospital 
service will not long survive in the presence of honest government. En- 
graft a corrupt political system upon a community too ignorant or too 
indifferent to demand reform, and thus create optimum conditions for the 
“incubation” of unspeakable conditions in the care of the sick poor. It 
has been interesting to observe, however, that political groups or parties 
which have permitted their charitable institutions to operate honestly and 
adequately have found the ability to “point with pride” to this altruistic 
work to be a tremendous vote-getting device. 


At the last election in my own county, the party which had been in power 
was greatly assisted in remaining dominant by the fact that the welfare 
commissioner, under whom our hospital functions, was elected by a tre- 
mendous majority and on a platform which pointed only to the fact of 
continued honest administration of welfare and hospital work over a 
period of 20 years. If we can get the heads of other political organiza- 
tions to realize the value in votes, of proper work for the indigent, we 
shall do a great service in the development of good public hospitals. 


Too, there is more than one instance of a none too righteous political 
group which has been sagacious enough to realize that exploitation of poor 
sick folk is about the most likely means of spoiling all the rest of the 
political “gravy.” Where local politics defies a general reform, I believe it 
would pay to advocate righteous public hospital administration, as a purely 
political expedient. 


If public officials are corrupt and public opinion dormant, expect the 
worst to occur. Though no crime could be more despicable, be prepared 
for political exploitation of the hospital, for appointments through political 
preferment rather than fitness for the job; fully expect dishonest pur- 
chasing and dishonest admission policies. No Civil Service system can 
completely block a corrupt employment system, though it can, through its 
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technicalities and delays, greatly embarrass an honest administrator in 
assembling an efficient staff. 

As we all know, there is need of a better understanding of hospitals by 
the public, generally. The medical profession is the only influential group 
which knows our needs with accuracy, and how futile are their efforts and 
ours in the face of political chicanery. We and they are mere babes in the 
wood, as compared to the hungry wolves of corrupt politics. Our greatest 
hope is in public enlightenment. 

Nowadays we are beset with taxpayers’ associations of bankers and 
other “‘hard-headed business men” who want us to cut our expenses to the 
danger point, and then to cut again. Should we permit them to prevail, 
they would be the first to condemn us for the inevitably poor results. 
While the successful superintendent of a large hospital may be conceded 
some knowledge of business, let him beware of the consequences of failing 
to fight to the last ditch for good standards of work. Are we Americans 
still so confident that the banker and the business man are demi-gods who 
can dictate our very destiny? Aren’t they, in fact, the fellows who “put 
us where we are today”? Let us be guided by their sensible suggestions, 
if any, but while keeping one eye upon the balance sheet we must focus 
the other upon the human values with which we are intrusted. 

Enumeration of a few of the common causes of inadequacy of public 
hospital service should be helpful to those who want to see improvement. 

1. Inadequacy of investigation of a patient’s financial eligibility 
for free hospital care causes waste of tax-monies, is likely to shut 
out the deserving patient, and is unfair to the private physician and 
private hospital. I remember, from student days, a whole corridor 
of comfortable private rooms in a public hospital occupied by patients 
classified in student vernacular as “political specials.” The forcing 
of admissions, through political or similar channels, of ineligible per- 
sons is a pernicious and unpardonable practice which should not be 
countenanced. 

2. The employment of personnel merely because they have political 
influence is a sure road to inefficient service. Such employees do not 
fear the disfavor of the superintendent, because they did not get their 
jobs from him. Their presence disrupts discipline and morale. 

3. If visiting physicians are able to get their appointments through 
political channels, expect to get the scum of the profession for a staff 
and have no hope of obtaining proper medical results. Nominations 
for the staff should originate through medical sources only. Recom- 
mendations of the existing medical group should be confirmed prac- 
tically without exception. 
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4. Overcrowding of the wards of public hospitals is a frequent 
source of inadequate service. The placing of extra beds in the aisles 
and corridors, excepting under rarest circumstances, merely results in 
needless suffering and deaths. As long as a superintendent does this, 
just so long will he be permitted to do so. He and his hospital will 
reap the reward of public discontent with service and needed additions 
will be still longer deferred. 

5. Inadequacy of physical plant is frequently the cause of poor 
work, though often there is failure to utilize properly and improvise 
upon the plant provided. 

6. Insufficient appropriations of money are the commonest cause 
of inadequate performance. Money alone will not get the desired 
results, unless combined with honest and proper management. Public 
hospitals suffer greatly from emphasis by their governing bodies upon 
low costs rather than upon medical efficiency. When cost of plant is 
not figured, there is less possible difference between the costs of 
proper care in public and private hospitals than might be supposed. 
Not much of the expense of a private hospital goes into luxuries and 
it is only the luxuries which can be omitted. 

7. Public hospitals often have inadequate numbers of employees, 
especially nurses. A modern, scientific, active public hospital needs at 
least one employee per patient and about half of the employees should 
be nurses, orderlies, and others on duty in the wards themselves. 

8. Inadequate maintenance of and housekeeping in hospital build- 
ings is inexcusable and is a means of lowering patient and employee 
morale and of prejudicing the public against the hospital. 

In contrast to the foregoing list of common deficiencies, I submit the 


following prescription for our sick friend, the average public hospital : 


1. Assemble a proper medical staff, including the best men in the 
community. 

2. Throw the “money changers out of the temple” of healing, 
requiring all callers to leave politics at the front gate. 

3. Educate the public as to the potentialities of the public hospital, 
through every available means. 

4. Secure as hospital commissioners or board members persons 
who know social problems and social values and who are far, far 
above political corruption. 

5. If Civil Service we must have, make its system sensible and 
practical, remembering that a system designed to thwart the “crook” 
will hamper the honest administrator. 

6. Secure appropriation of a budget adequate to a decent job; 
permit no frills, but avoid starvation wages; demand funds adequate 
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to decent necessities for good medical treatment and physical care for 
every patient. 

7. Maintain an honest system of admissions with enforcement of 
proper rules for eligibility. 

No reference has been made to the use of tax funds for hospitalization 
in private hospitals. The amounts expended by municipalities in this con- 
nection have increased greatly during the depression, and rightly so. I 
believe public funds should come to the rescue of the private hospitals 
wherever possible and that public hospitals should not be enlarged to do 
work which would otherwise fill vacant beds in good private institutions. 
It would seem a great mistake, however, to abandon or cripple existing 
public facilities for the sake of helping the private institution. Such pro- 
cedure would bring disastrous conditions for the sick poor when times 
improve and the private hospitals can fill their beds with paying patients 
again. 

When, through good work and through skillful handling of public rela- 
tions, we have been able to ally the citizenry to our cause, we shall not be 
alone in our defense of the indigent sick and can expect, for them, reason- 
able support from taxpayers and politicians. 
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Personal Notes 


Dr. Simon Tannenbaum, who for the past several years has been 
superintendent of the Beth-David Hospital, New York City, has resigned 
to accept the position of medical director of the Sydenham Hospital. 


Mr. Richard B. Benson has been named business manager of the Omaha 
(Nebraska) Methodist Hospital, effective December 1. 


Dr. William O. Rice has been appointed acting superintendent of the 
Rhode Island Hospital to succeed Dr. John M. Peters, retired. He has 
been the assistant superintendent of the hospital under Dr. Peters for 23 
years. He is a graduate of Yale University school of medicine and first 
saw service with the Rhode Island Hospital as an intern in 1907. 

Mr. George W. Miller, who for the past several years has been superin- 
tendent of Morningside Hospital, Tulsa, Oklahoma, has resigned, effective 
January 1. 
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Further Observations on the Open, Closed, or Restricted 


Professional Staff 
A. K. Haywoop, M.D. 


Superintendent, Vancouver General Hospital, Vancouver, B. C. 


HEN ONE IS ASKED to contribute a paper to a gathering as critical 

as this, one naturally chooses for the subject a topic that is either 

of paramount importance to the writer, or of interest to the 
majority of one’s listeners. I plea guilty to the first and earnestly hope 
that what I have to say will be of interest to many here. 

This is not a new subject. In reviewing the literature I find that there 
have been countless papers and discussions going back as far as 1906, 
from such eminent administrators as Drs. Goldwater, Babcock, Fisher, 
Boas, Fingerhood, and many others. Most of these papers have been from 
a theoretical point of view rather than from a practical one. What I will 
have to say today is more the result of having conducted an experiment, 
rather than to propound any new theories. 

The first 18 of my 21 years of hospital administration have been spent 
in closed hospitals, all with university affiliations, and closed in the strictest 
sense of the word, so I may be pardoned if during that period I was biased 
in my opinions. During the last three years I have been privileged in 
conducting an experiment the results of which, I think, are conclusive and 
should prove of value to both the medical profession and those in the field 
of hospital administration. 

In a paper published by John A. McNamara on this subject in July 
1927, after reviewing the literature up to that time, he brings out the 
following points on which there seemed to be unanimity of opinion: 

1. The open hospital is preferable in general hospitals not connected 

with medical schools. 


2. Every physician should be in contact with hospital facilities and ex- 
perience. His progress in his profession depends upon it. 

3. A higher type of service is maintained by the closed hospital. 

4. A closed hospital for educational purposes is far superior to the open 


hospital, viz.: training for nurses, interns, postgraduates, social service 
workers, dietitians, technicians, and, most important, the medical 
student. 

Very few of those who have contributed to the controversy, for at 
times it has taken that attitude, of the open versus the closed hospital 
have dealt with a situation that might be in the nature of a compromise. 
and it is along this line that I will endeavor to point out from a practical 
viewpoint the results of such an organization. You may probably have 


tread before the American Hospital Association, Milwaukee, 
September 138, 1933. 
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guessed, ere this, that the hospital I am referring to is the Vancouver 
General. 

Prior to 1930 the hospital was practically an open one in the fullest 
sense. The so-called “attending staff” at that time was chosen by the 
board of directors of the hospital from the list of names submitted by the 
Vancouver Medical Association. I will leave to your imagination the far- 
reaching possibilities for good or evil of such a plan. This staff numbered 
about 25. Their patients were a small group of charity cases who were 
no longer of any interest to their private physician and consisted mainly 
of chronic heart and kidney cases with an odd hemoplegic—not the class 
of patient that would arouse any professional interest in the minds of 
staff doctor, intern, or nurse. Apart from this small group of 25, any 
qualified medical practitioner in the city could follow his patients, whether 
charity or pay, into the hospital. 

Early in 1930 the staff organization was completely changed by the 
board of directors. The staff was divided into three groups, namely, 
consulting, visiting, and attending, a Staff Qualifications Committee was 
established, and a form was drawn up to which an applicant must subscribe 
before he was appointed to one or other of these three staff groups. This 
form was very comprehensive, and only those whose ability or desire 
warranted it were appointed to the attending staff by the board of directors 
on the recommendation of the Staff Qualifications Committee. At this 
time there was evidenced in the action of certain medical men in the city a 
sincere desire to raise the standard of practice in the hospital, especially 
among the indigent patients, of whom there were some 500. The charity 
patients were placed directly under the control of this appointed staff 
which at this time numbered about 80. In this respect the hospital is now 
closed. Those who can pay public ward rates or better are still permitted 
the privilege of their own doctor. These physicians constitute the visiting 
or courtesy staff. ' Naturally this reorganization met with considerable 
opposition from groups of physicians who felt that they were discriminated 
against, or that their private practice would suffer. I am happy to say 
that by tact and sympathetic treatment on the part of the hospital, the 
relation between the hospital and the general run of the physicians is very 
harmonious. You will note that from what was originally an open hospital 
has been evolved what might be termed a restricted hospital. 


I referred in the beginning of this paper to an experiment. Let us now 
look at the advantages and disadvantages of this change and also the 
practical results. 

Prior to 1930 the hospital, with an average occupancy of 1,000 patients 
a day, would start off in July with from 10 to 15 interns and by the 
New Year this would have diminished to six or seven interns. The reason 
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was not difficult to find. By the time the intern had spent three hours in 
the morning in the operating room and attended to the ordinary ward 
treatments on his patients, he very seldom saw the attending doctor, who 
in many instances could not or would not take time for intern instruction. 
This situation became so serious that the president of the board called 
personally on many of the deans of the medical schools across Canada, 
seeking their assistance in securing interns. On more than one occasion 
he was told that the hospital would be recommended when the board 
cleaned house and treated the interns as something apart from errand 
boys. 

Since the closing of these 500 charity beds to an appointed staff, ward 
rounds, clinical conferences, and pathological conferences have been in- 
stituted and there is now marked evidence on the part of this staff to 
insure that the intern will receive a real training. This has evidently had 
the desired effect for we have now 38 contented interns chosen from 140 
applications, and except for illness they will all live up to their contract. 
It is very interesting to note that when their applications are returned they 
choose practically 100% the services on the closed wards. 

Prior to the closing of many wards, the number of doctors visiting a 
ward at the same time, each expecting individual attention and rightly so, 
caused serious interruption of routine treatment. It was not uncommon to 
find in the forenoon every nurse with a doctor, making it impossible to 
carry out treatments that had been previously ordered, and the strange 
part of their mentality was that not one of these doctors would excuse an 
overdue treatment for such a reason. This problem does not exist in the 
closed wards where the attending staff man on duty makes his rounds 
with the head nurse and intern and departs, leaving the way clear for 
nursing procedures to be carried out without interruption. It was very 
noticeable before 1930, and still is in the open wards, that the varieties of 
types of treatments and drugs are far beyond what could possibly be 
taught in classrooms. Very often no explanation as to the reason for such 
treatment is given, thus leaving the nurse (graduate or student) very much 
in the dark, as many of these treatments cause confusion in the mind of 
the inexperienced student if they appear to her very much different from 
what she has been taught during her course of training. On the other 
hand it is possible with a closed staff to more or less standardize these 
procedures by common consent and deliberation with the chiefs of the 
various services. 


Many doctors are not teachers and there are some who can but will 
not teach. This is most noticeable in the open wards where there are 
practically no clinics or limited discussions of patients’ progress with the 
nursing staff, thus limiting the interest of the nurse. The average general 
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practitioner is not vitally interested in the problems of nurse education of 
a hospital in which he may only have two or three patients at a time. On 
the contrary, the staff man in charge of 30 or 40 patients is vitally in- 
terested in this problem and many welcome criticisms arise in this way. 

Since the closing of general wards to an appointed staff a much greater 
interest has been taken in the nurse curriculum, lectures, and ward clinics. 
This is the result of having the opportunity of getting over to the staff 
many of the problems of nurse education for there is now a sincere 
appreciation of the fact that better teaching facilities ultimately mean 
better care of the patients. 

In 1929 the hospital was overcrowded—beds down the center of the 
wards and even in the corridors—mark you, this was before the depression. 
This condition was so serious that the board of directors was contemplat- 
ing additional building. At this time the entire hospital was an open 
hospital, charity patients were under their own doctor who, for con- 
venience, was in many cases loath to discharge a patient to his home. It 
was more convenient to see several patients in the hospital than to visit 
several homes. These doctors were not interested in the hospital’s problem 
of lack of accommodation. Without an organized staff it was not possible 
to conduct an efficient out-patient department where many ambulatory 
patients could have been treated rather than occupy a bed. As I have 
already stated, the staff was organized in 1930 and inside of a year there 
were empty beds in the charity wards at the time when the depression was 
at its worst. The attending staff realized the necessity for a more rapid 
turnover. The out-patient department grew from 7,000 consultations to 
40,000 a year, due partly to the depression but also as a result of the desire 
on the part of the staff to cut down the day’s stay of charity patients in 
the hospital, and today the day’s stay of charity patients is considerably 
less than that of patients paying public ward rates. 

Vancouver doctors are no different from doctors in any other com- 
munity and I venture to state that in the average open hospital the 
conditions I have just referred to will be found to exist. 

Let us now pause and consider what is to me and certainly to the public 
the most striking part of this picture. The death rate in 1928 was 4.26; 
1929, 4.46; 1930 (the year the staff wards were instituted), 4.35; 1931, 
4.18; 1932, 3.84. This reduction is still more laudable when we consider 
that chronics have been practically eliminated and the percentage of acute 
cases has risen to a point where one might have expected an increase in 
the death rate. For years writers have been pointing to the fact that 
hospital trustees are trustees of their patients’ health as well as trustees 
of the hospital’s finances. Surely these trustees, in facing the storm of 
disapproval that they met with in closing the staff wards to an organized 
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staff, accepted their responsibility to the fullest extent and this lowered 
death rate is their reward. 

Rather more striking are the results in the city’s maternal death rate. 
The majority of the indigent mothers are delivered in this hospital. Prior 
to 1930 any physician could follow his maternity case. As a result of 
the change in staff organization whereby charity cases become patients of 
the attending staff, we were enabled to start a pre-natal clinic. This was 
started on July 1, 1931 after the staff organization had been in effect 
slightly over one year. The city’s maternal death rate per 1,000 live births 
was certainly not a credit to any city, but I am firmly convinced, as is 
also the city’s medical health officer, that the startling reduction in the 
maternal death rate is almost entirely due to the staff organization and 
the establishment of the pre-natal clinic. The maternal death rate in 1929 
was 4.1; 1930, 4.3; 1931, 2.9; 1932, 1.1. I am informed that this is the 
lowest maternal death rate on record. Denmark’s, which has been held up 
to us all as a model, was 1.7. 

In the average hospital the number of postmortem examinations is 
generally a reflection of the professional interest of the staff. Our experi- 
ment here, I think, has conclusively proved that an organized staff is an 
interested staff. In 1929 the percentage of postmortems to deaths was 
19.8% —900 deaths, 178 postmortems. In 1932 the percentage had risen 
to 46%—798 deaths, 367 postmortems; and for the first six months of 
this year, 53.2% —447 deaths and 238 postmortems. It is not difficult to 
visualize what this has meant in raising the standard of professional work 
in the hospital, when one realizes that errors in diagnosis or treatment 
are frankly discussed at the monthly staff conferences, and in this connec- 
tion it is interesting to note that the attendance at these conferences is 
almost entirely composed of members of the attending staff, although a 
hearty invitation is also extended to members of the courtesy staff. 

The professional policy of the hospital is under the control of the 
medical board. This is a group composed of representatives from each 
department of the attending staff. This board is in turn answerable to 
the board of directors; a very comprehensive set of rules and regulations 
regarding the professional work of the hospital was compiled without 
which this reorganization which I have referred to could not have suc- 
ceeded. These regulations deal with the appointment of the various staffs, 
the care of the patients, case records, consultations, etc. The hospital does 
not hesitate to drop from its staff doctors who do not comply with these 
rules. Instances where this has been done can be referred to, and I can 
assure you that this has had a very salutary effect and the hospital was 
not sued for defamation of character. 

In practically all of the literature on the open and closed hospital con- 
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troversy, one argument stands out most prominently and that is that every 
physician should be in contact with hospital facilities and experience. With 
that statement I am heartily in accord, but I am still of the opinion that 
the highest type of professional care will be found in the hospital with a 
restricted and well organized staff. 


°, 
° 


A Pioneer Hospital Celebrates Its Seventieth Anniversary 

The first Protestant church hospital west of Pittsburgh was Milwaukee 
Hospital, sometimes also known as Passavant Hospital. From November 
the 5th to the 7th, it commemorated its Seventieth Anniversary by appro- 
priate services and exercises. On Sunday two services were held in the 
Chapel. Monday evening was set aside for homecoming of the graduates 
of the school of nursing, 528 having graduated from this school since the 
school of nursing was established 30 years ago. On Tuesday evening the 
medical staff, the auxiliary board, and the Interns’ Association, an organ- 
ization of young physicians who have previously served their internship 
in the hospital, were entertained at dinner. 

Milwaukee Hospital was founded by Dr. Wm. Passavant in 1863 in 
a residence with a bed capacity of 20. Dr. Nicholas Senn, the famous 
surgeon, was the first chief of the medical staff. New buildings have re- 
placed the old ones, and especially within the last 25 years the work and 
the buildings have expanded to large proportions. The hospital at present 
accommodates 250 patients. A Home for Incurables with 32 beds is a 
separate department and is connected with the hospital. The school of 
nursing has an enrollment of 140 students. Dr. H. L. Fritschel has been 
general director of the hospital for the past 31 years. 
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The Obstetric Problem of the Small Hospital 
A. J. SkEEL, M.D. 
Director, Division of Obstetrics, St. Luke’s Hospital, Cleveland, Ohio 

N THE Marcu 1932 issue of the Ladies’ Home Journal, there appeared 

an article on obstetrics by Paul de Kruif, at the head of which was 

the following editorial caption: “Yet today in America, one out of 
every 18 mothers is killed every year—needlessly.” This statement is so 
obviously untrue that it needs no discussion. 

The article charged that child-bearing in a general hospital is extremely 
dangerous. The author cited the Chicago Lying-in Hospital, directed by 
Dr. DeLee, as one of the few maternities so scrupulously clean and well 
managed as to be safe for this purpose. Correspondence revealed that 
Dr. DeLee in a letter to the editor “commended every sentiment ex- 
pressed”’ in the article. 

Realizing the gravity of these charges so widely disseminated and sup- 
ported by such an authority, I asked for a meeting of the obstetric heads 
of Cleveland hospitals, to consider the situation. At this meeting The 
Cleveland Hospital Obstetric Society was organized with the stated pur- 
pose of studying hospital obstetric mortalities, their causes and prevention. 

It soon became clear that comparison of hospitals, by studying the ratio 
of puerperal deaths to live births, is unscientific and inaccurate, because 
puerperal deaths include deaths from septic abortions. Of these cases 
the maternities accept few, and the general hospitals many. The maternal 
death rate from all causes, following deliveries after the period of viability, 
is practically identical in the two types of institution in Cleveland. We 
found, too, that the death rate from sepsis in the maternities and in the 
well managed general hospitals is the same, when computed on the basis 
of deliveries after viability. 

These facts were presented by the writer at the annual September meet- 
ing of the American Association of Obstetricians, and published in the 
American Journal of Obstetrics. Promptly there appeared an article by 
De Lee in the Journal of the American Medical Association, affirming that 
general hospitals are not and cannot be made safe for obstetrics. We 
answered this February 25, describing the methods used. In Dr. De Lee’s 
reply to this he admitted that the conditions for safety which we prescribed 
are adequate. These conditions are: 

1. Proper staff organization 
2. Physical segregation of the obstetric unit 
3. Administrative isolation of this unit 
The necessity for complete isolation of the obstetric division emphasizes 


a fact not sufficiently well recognized, viz., conditions and surroundings 


Read before the American Hospital Association, Milwaukee, 
September 13, 1933. 
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found safe for general surgery are not adequate for the protection ot 
obstetric patients. 

Asepsis in operative surgery is based upon absolute protection of a small 
area (the field of incision) for a short time. After the incision is closed, 
it is protected, by occlusive dressings, from further risk. In obstetrics 
an entirely different state of affairs obtains. We have here a field, the 
perineal area, impossible to keep protected throughout the many hours of 
labor. After the labor is terminated, the tissues of the genital tract are 
bruised and lacerated, and this tract leads directly to the wide open sinuses 
of the placental site. Neither during labor nor during the puerperium 
can the region concerned be given the perfect protection from extraneous 
contamination that is afforded the incisional area in the surgical case. Only 
after Nature has had time to build up a wall of protective granulation 
tissue in the opened spaces of the generative tract, is the patient safe from 
invasion by septic organisms. Consequently not only must the delivery 
and labor room, with their attendants and paraphernalia, be kept constantly 
free from septic contaminations, but care is necessary to maintain these 
same conditions during the patient’s convalescence. The space devoted to 
housing these cases, the attendants, the linen, and the apparatus used, must 
be free from the slightest suspicion of recent contact with infections of 
any sort. 

There is little excuse for the large, well equipped general hospital which 
fails to meet all of these requirements. Such hospitals have access to 
the funds needed for this purpose. On the whole they have more expert 
advice, and more complete staff organization, than small institutions. The 
patient who enters a large general hospital which fails to carry out proper 
protective technique is in more danger than in the small hospital, because 
of the greater concentration of septic cases in the large institution. The 
time has arrived, however, when small hospitals as well as large must 
recognize the necessity for giving obstetric patients protection from any 
possibility of infection from hospital sources. There is no denying that 
hospitals accepting surgery do have potential sources of infection within 
their doors, and that the safety of the obstetric patient depends upon her 
complete isolation from these sources of infection. The normal obstetric 
case is safer at home than in an institution which does not provide 
adequately for such isolation. 


Proper arrangements for the housing of obstetric patients are best 
made when the hospital is built. Labor room, nursery, and rooms for the 
mothers can be placed far removed from the surgery and its pus cases. 
Attempts to save a little money by building the labor room into the same 
unit with the surgery are so obviously dangerous that one is astonished 
at their occurrence. Yet the writer has knowledge of several nice little 
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community hospitals in which this has been done. No one likes to admit 
that a fundamental and expensive error has been made, so the clean 
obstetric case continues to be exposed to needless risk of septic infection. 
The real mistake in these cases was failure to obtain competent advice 
when construction was planned. Plans for such hospitals should be sub- 
mitted to some regularly constituted authority before the taxpayers’ money 
is spent upon a building which violates such well known principles. 

Administrative and staff problems are often more difficult of solution 
than that of proper housing. The hospital with from 25 to 50 beds, with 
a layman for superintendent, presents perhaps the most serious problem. 
A superintendent without medical training, no matter how capable he may 
be, cannot solve the many detailed technical problems without expert 
medical advice. Frequently personal staff jealousies prevent his seeking 
such advice. The staff of a large metropolitan hospital has many special- 
ists whose medical life is centered in the hospital, and who therefore give 
the hospital and its management careful study. The administrator has 
the advantage of consultation with these men whenever knotty problems 
of technique arise. Small hospitals, even small community hospitals, 
should have a qualified man in the capacity of consultant in obstetrics. 
The advice of this man should be always available concerning matters of 
policy or technique. Few small community hospitals are so far removed 
from larger centers that such an appointment with its many advantages is 
not possible. 

As to the charge that hospital facilities lead to meddlesome midwifery, 
we must in all honesty admit that this is sometimes true. Men with 
inadequate training attempt major operative obstetric procedures in a 
hospital because it all appears so easy. When they are at last compelled 
to call for help, it is often too late. Better obstetric training will ulti- 
mately cure this faulty state of affairs. In the meantime the public 
rightfully expects the hospital to protect it from this type of exploitation. 
It should be axiomatic that when a patient is admitted to the hospital for 
care, a reasonable degree of assurance against gross mismanagement is 
guaranteed. Great responsibility rests upon the administrator of a small 
hospital, to see that untrained operators do not use the hospital to the 
disadvantage of the patient. Such an administrator is in a very difficult 
position if he is not given the hearty support of the staff. In a small 
hospital an attempt to check unwarranted activities by one physician may 
make the administrator’s position very embarrassing. Inspection, advice, 
and support from the outside would be of great help to him in the enforce- 
ment of such measures as are necessary to protect the patient. Such 
administrators should heartily support attempts to give teeth to the various 
state licensing laws. Most states require maternities to have licenses, 
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hut these can be obtained by almost anyone who can show sufficient air 
space in the nursery, and freedom from the suspicion of illegal practices. 

If the national organizations concerned in hospital management could 
unite on a set of minimal standards, below which no hospital would be 
permitted to accept maternity cases, this action would give the hospital 
administrator the necessary support. He needs this help to secure the 
funds for remedying poor physical conditions. He needs the moral sup- 
port to correct deficient staff organization. Most of all he needs a code 
of reference to which he can point whenever the wisdom of his recom- 
mendations is questioned. 

THE UNIT SYSTEM 

The obstetrical division of the hospital should be housed as a single 
unit. Administrative isolation is not possible without unified housing. 
By this we mean that the labor room, the delivery room, nursery, and 
rooms for patients should be immediately adjacent to each other, with no 
intervening space used for other purposes. The obstetric unit should be 
so located that attendants and visitors to other portions of the hospital 
do not pass through it. In new construction this can often be conveniently 
accomplished by placing the surgical portion of the unit above that used 
for housing. When thus arranged there should be no corridors connecting 
this surgical portion of the unit with other parts of the hospital. Com- 
plete physical isolation of the delivery room is thus secured, and adminis- 
trative isolation is emphasized. If the department later requires additional 
space, expansion of the obstetric unit is easily provided by using more 
rooms for the mothers, while the isolation of the delivery room and scrub 
room is undisturbed. 

Hospitals already built, desiring to care for maternity cases, will fre- 
quently find that the money expenditure necessary for adding a surgical 
obstetrical unit (delivery room, scrub room, and work room) is more 
economical in the long run than any possible remodeling of old space. 

A community which desires to have hospital facilities for obstetrics will 
provide the money for efficient housing and administration, once it under- 
stands that makeshift measures are dangerous to life. It is not safe to 
open a hospital to maternity cases without thoroughly considered prepara- 
tion. Incidental acceptance of a few cases in response to demand is 
dangerous to the patient and dangerous to the reputation of the hospital. 

In our opinion a separate building is not necessary, nor in the majority 
of cases is it desirable. A separate building besides being expensive to 
erect and operate has distinct disadvantages, in a small hospital with a 
limited number of patients : 

First: Intern assistance cannot be provided. 

Second: Expansion is difficult. There is no elasticity of space. 
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Third: When a case of sepsis does occur, it is very difficult to provide 
for its isolation. 

The greater facilities of the hospital which cares for medical and sur- 
gical cases minimize these difficulties. 

The task of bringing about the suggested changes can more readily be 
accomplished by the American Hospital Association than by any other 
body. It is national in scope. It has direct contact with the administrators, 
whose influence is paramount in the broader policies of construction and 
management. At this time under the fire of criticism of American ob- 
stetrics (however unjustified this criticism may be) the medical profession 
is sensitized to this problem. The time is ripe for this Association to 
undertake the task of fostering public opinion, stimulating legislation, 
establishing suitable machinery for inspection, and providing expert advice 
to small hospitals having obstetric problems. 

Encouraging the development of such hospital obstetric groups as we 
have established in Cleveland would help materially to crystallize medical 
opinion in favor of establishing systematic codes and standards in the 
smaller institutions. How much of this rather extensive program can 
suitably be undertaken directly by this Association, and how much it must 
bring to pass through the tremendous influence which it can exert, is not 
within the writer’s province to discuss. 

RESUME 

1. Conditions and surroundings safe for general surgery are not safe 
for obstetrics. 

2. The requisite conditions are: 

a) Proper staff organization 
b) Physical segregation of the obstetric unit 
c) Administrative isolation of the unit 

3. Large general hospitals can readily provide these conditions. In 
the smaller hospitals the problems of proper housing and administration 
are more difficult. Suggestions are made to aid in their solution. The 
unit system of housing is prerequisite to effective administrative isolation. 

4. Effective licensing systems, frequent inspection, and provision for 
expert advice on technical problems would help the administrator of the 
small hospital and should be welcomed by him. 

5. The American Hospital Association, because of its national scope 
and direct contact with these administrators, is the body best adapted to 
bring about these improvements. 
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Hospitals and Insurance Companies 


ALBERT W. WHITNEY 
Associate General Manager, National Bureau of Casualty and Surety 
Underwriters, New York City 


AM GLAD of this opportunity to meet with you, for we have things to 

talk over that are of the greatest importance both to the insurance 

companies and to the hospitals—matters that have been the subject of 
much misunderstanding, but that surely are capable of satisfactory resolu- 
tion. I am speaking for the National Bureau of Casualty and Surety 
Underwriters, the trade association of the stock casualty insurance 
companies. 


IMPORTANCE OF THE INDUSTRIAL MEDICAL PROBLEM 


The furnishing of medical aid in workmen’s compensation cases is one 
of the important obligations of a casualty insurance company and the 
providing of satisfactory service to fulfil this obligation is one of our most 
serious problems. Medical service and hospital service form one of the 
largest items of expense of an insurance company and, on the other hand, 
the payments for such service must be an important consideration both to 
the medical profession and to the hospitals. The cost of medical aid and 
hospitalization for workmen’s compensation cases, both insured and self- 
insured, is apparently over 100 million dollars a year and of this amount 
probably at least 15 million dollars goes to the hospitals. This indicates 
the importance of the problem; its seriousness from an insurance point of 
view is not appreciated, however, until the trend is also taken into account. 
The combined premiums for compensation insurance in the state of New 
York in 1920, exclusive of the business of the self-insured, amounted to 
$38,800,000. During that year there was paid out for medical service in 
connection with the operation of the compensation law the sum of 
$3,800,000, or approximately 10% of the premium paid. Ten years later, 
in 1930, the compensation premiums amounted to $55,000,000 while the 
medical cost had risen to $11,300,000, or approximately 20% of the gross 
premium income. During this period there was an increase in compensa- 
tion premiums of 43%, while the cost of medical aid had increased 197% ; 
that is, the cost of medical aid had increased 41% times as fast as the 
premiums received. Accurate figures for 1931 and 1932 are not yet avail- 
able, but the indications are that the trend was still greater in these years. 
The situation that exists in New York State is practically the same in every 
other state that has a compensation law. 

From an insurance point of view the workmen’s compensation business 
has been a tragedy. There has been an increasing cost not merely in 
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medical aid but all along the line. Liberalization of interpretations by 
commissions and an increasing tendency to take advantage of the com- 
pensation law as a means of supplying relief for cases that are not properly 
within its scope, this without a corresponding increase in the rates, has 
resulted in an underwriting loss of $139,000,000 during the last 10 years— 
the companies have paid out $1.11 for every dollar they have received in 
premiums. 

I am giving you these figures not with the idea of appealing to your 
sympathy, but in order that you may understand something of our prob- 
lem. We shall not be able to help each other unless we understand each 
other. You have equally serious problems and, although I shall not be 
able to state these as effectively as you yourselves could, I shall attempt, 
after I have finished with our own troubles, to state what I understand to 
be your principal difficulties. Then after we have come to an understand- 
ing on both sides we can go on to the third stage of the undertaking and 
see what can be done about it. 

You can readily appreciate how serious the workmen’s compensation 
situation is from an insurance point of view. Many of the companies at 
the present time are seriously considering whether they can afford to con- 
tinue to write the business. They certainly cannot do so unless conditions 
can be made to improve. While there are other important factors, cer- 
tainly one of the most serious elements of the situation is the medical 
problem. It is not merely that the expense of medical service is so high 
and has been increasing so rapidly, but that results are not being produced 
that are commensurate with the expense. The companies are willing to 
pay liberally for medical treatment that produces results, for the direct 
cost of this is relatively unimportant as compared with the cost of com- 
pensation that may have to be paid because of poor medical service. The 
seriousness of the medical situation is due to the fact that the companies 
are paying so much money for medical treatment that is not effective. 


THE HOSPITAL PROBLEM IN INDUSTRIAL CASES 

I do not understand that the hospitals have any particularly serious diffi- 
culties in the compensation field, at least from a financial point of view. 
Your problems in this field are largely problems of detail. While the 
provisions of the compensation laws differ materially from state to state, 
they agree for the most part, in regard to the medical features, in re- 
quiring the employer to provide and pay for certain medical and hospital 
service to the injured employee. This obligation under the compensation 
law is assumed by the casualty insurance company under its policy so that 
the company thus becomes directly obligated to the hospital, where service 
is rendered, for the payment of the hospital bill in accordance with the 
law of the particular state. Compensation business, from the standpoint 
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of the hospitals, represents, therefore, not only a very considerable source 
of income, but a source of income in which there is practically no loss 
through inability to collect, for the companies have an established obliga- 
tion to pay and their financial solvency is assured through supervision by 
the state insurance departments. 


LIABILITY CASES 


The acute problems of the hospitals, so far as they are related in any 
way to insurance, do not arise out of workmen’s compensation but in con- 
nection with liability cases. The one most important thing that I can do 
in this paper is to make clear the fundamental difference between the 
situation in the case of an injury that falls under the compensation law 
and the situation in the case of an accident, for instance an automobile 
accident, where there is no specific remedy provided by law. Both are 
cases in which the injured man is brought to the hospital and both involve 
injuries that are in a general way similar; the physical situation from the 
hospital point of view is therefore much the same. From the point of view 
of the insurance company, however, the two cases are completely different. 


At this point I must explain the difference between liability insurance, 
or third party insurance, and what may be called direct insurance. Let us 
suppose that the Smith car has been in collision with the Jones car. Both 
Jones himself and his car have been injured. If Jones has accident insur- 
ance he can collect directly from his insurance company for his injury ; 
similarly, if he has collision insurance he can collect directly from his 
company for the injury done to his car. These are both forms of insur- 
ance where there is no third party involved ; the obligation of the insurance 
company to its policyholder is direct. 

There is, however, another type of insurance—liability insurance—where 
one insures not against injury done to himself or to his own property, but 
against liability for damages that he may have to pay because of injury 
that he causes to the person or property of someone else. If the injuries 
to Jones and his car have been due to the fault of Smith, Jones can have 
recourse to the law and can bring a suit against Smith on account of these 
injuries. If Smith has public liability and property damage insurance he 
is protected against any such civil suit that may be brought against him up 
to the amount named in the policy. 


If a case comes to the hospital in which the injury is covered by the 
workmen’s compensation law, there is no serious question at issue. The 
insurance company is obligated to pay for medical service and hospital 
care, although in some states there is a limit under the law beyond which 
the employer, and hence the insurance company, is not liable. If the in- 
jured man is not covered by the workmen’s compensation law, the situation 
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is, however, entirely different. In that case the insurance company has no 
obligation to make any payments whatsoever for medical aid or hospital 
care. If the injured man has accident insurance, the insurance company 
will have an obligation to pay a certain sum of money directly to him, not 
to the hospital. If the injury has been caused through the fault of another 
who is protected by liability insurance the insurance company will pre- 
sumably make a payment to the injured man that will compensate him for 
the injury sustained. In both of these cases, however, whether the insur- 
ance is direct insurance or third party insurance, the obligation of the 
insurance company is to the patient and not to the hospital. The hospital 
has no recourse to the insurance company and it must look for its pay to 
the injured man himself. 

Not only, however, is there no obligation on the part of the insurance 
company to make a direct payment to the hospital, but if such a payment 
were made in a liability case it would usually be prejudicial to the interests 
of the insurance company. Claims are likely to be made against the com- 
pany whether or not the accident has been due to the fault of the assured. 
The company is, however, not obligated to make any payment unless the 
fault of the assured can be established. A payment by the company to the 
hospital on a pending case could hardly be interpreted in any other way 
than as evidence that the company felt that it had an obligation. The 
fact that such payment was made would certainly be used against the 
company as evidence in the trial of the case. 


The situation, therefore, to recapitulate, is this: In the case of an injury 
under the workmen’s compensation law, the obligation of the insurance 
company toward the hospital is definite and direct. In all other cases 
whatever obligation the company may have will be toward the injured 
man and not toward the hospital, and in many cases there will either be no 
obligation or the obligation will have to be established by a suit. 


A large percentage of all the misunderstandings that have arisen be- 
tween hospitals and insurance companies have come from a failure to 
mnderstand the difference between the obligation of an insurance company 
under the workmen’s compensation law and its obligation under the lia- 
bility law. We recognize that the situation from the point of view of the 
hospital is serious, we appreciate what difficulties you have in getting paid 
for such cases, and we are not only willing but anxious to do everything 
that we can to help you. Probably your best protection is to be had 
through lien laws that allow the hospital to collect its indebtedness from 
any funds that may be received by the injured person in the form of 
insurance or otherwise. We shall certainly be glad to do what we can to 
help the hospitals get such laws passed, and it is possible that we can be of 
material assistance. 
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We found in the National Bureau that one of our companies had 
adopted the practice of notifying the hospital when it was making a pay- 
ment to an injured man who was under the hospital’s care, so that the 
hospital could present its bill under these favorable conditions. Believing 
that this practice had a certain value, we circularized all our companies 


advising them, where practical, to do likewise. This practice might be 
carried a step further so that payments could be made by the insurance 
company directly to the hospital. This could, of course, be done only 
provided the definite written consent of the injured man was secured by 
the hospital. Even under the best possible conditions, however, a very 
real and serious problem exists for the hospital and as a matter of fact 
for the injured man. It is not a pleasant thought that a severely injured 
man should have to be taken from one hospital to another because of 
inability to pay. Hospitals are recognized to have an obligation to the 
public, particularly in emergency cases. And yet hospitals must live and 
they cannot live if they do not receive their pay. What I want to make 
clear, however, is that the difficulty is one that is inherent in the hospital 
situation itself and is certainly in no way aggravated by the fact that 
there is insurance. The existence of workmen’s compensation insurance 
coverage provides a sure fund for the payment of hospital charges and the 
existence of accident and liability insurance provides funds that are a 
potential source for the payment of hospital charges. If there were no 
insurance the situation would be worse, not better. The difficulty, so far 
as it is affected by the question of insurance, arises out of a misunder- 
standing of the conditions under which insurance can be made available 
for the payment of hospital bills. 


DUTIES OF INSURANCE COMPANIES AND HOSPITALS 


Advantage may be taken of this occasion to speak of certain details in 
the relations of the hospitals and insurance companies. It is evident both 
in the case of compensation and in the case of liability that there will be, 
both on the part of the companies and on the part of the hosptials, certain 
duties to be performed and certain courtesies that may be exchanged that 
will go a long way to smooth the relationship. In the case of compensa- 
tion it is evidently a company’s duty to advise the hospital at once if it 
has any doubt of its liability under the policy; it should not ask for 
needless reports ; and it should take pains to pay its bills promptly. 

The hospital on its part should report every case promptly to the com- 
pany. It is only through such action on the part of the hospital that the 
company will be put in a position to investigate the case and determine 
whether it has liability. Such action, therefore, is of the greatest ad- 
vantage to the hospital as well as to the company. The hospital should 


[100] 











THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


comply with the company’s request to refer patients who have no doctors 
of their own to a staff surgeon of the company ; it should advise the com- 
pany promptly of a patient’s discharge; it should avoid needless service 
and expense; it should keep its charges on a fair and established basis; 
it should furnish necessary reports promptly; and it should supply x-rays 
or copies on request. 

In liability cases the company should take pains, so far as possible, to 
protect the hospital’s bill on settlement. The hospital should bear in mind 
that an important element of the situation from the standpoint of the in- 
surance company is the settlement of the question of whether liability 
exists. The company will desire to have the fullest possible information 
with regard to the effect of the injury upon the patient and the cause of 
the injury. It will be necessary for the hospital, so far as it can properly 
do so, to cooperate with the company in getting this information if a 
prompt and fair settlement of the patient’s case is to be had. 


HOSPITAL CHARGES 


While the major points that have caused misunderstanding between 
hospitals and insurance companies have now been covered, there are cer- 
tain other matters that should be referred to on such an occasion as this, 
as, for example, hospital charges. It should be borne in mind that the 
problem of medical and hospital charges is a matter of secondary im- 
portance to the insurance companies. In the make-up of payments under 
the workmen’s compensation law the amount paid for compensation is a 
far more important item than the item of medical charges themselves and 
if the companies can secure superior medical or hospital service that will 
have an appreciable effect in lessening the seriousness of the disability and 
in reducing its duration, such service will be cheap at any reasonable price. 
Insurance companies that know their business want only the best service 
and they are willing to pay for it. Other things being equal, however, the 
insurance companies not only have an interest in getting such service at 
the most reasonable rates, but their duty to their assured and to society 
requires them to do so. The insurance companies are only middlemen ; 
they must pass on to the assured in the form of premiums any charges 
that they have to assume and it is society in the last analysis that pays the 
bill. The insurance company then as a matter of good stewardship must 
get its hospital and medical service at the lowest cost that is consistent 
with quality. Undoubtedly the most satisfactory way to handle this matter 
of cost would be for the hospitals and the insurance companies, each 
acting collectively, to get together and determine a fair average cost on 
the basis of actual figures. I can say that the insurance companies would 
be only too glad to proceed on such a basis. You are aware, however, that 
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a difficulty exists because of the wide range of costs among hospitals that 
are capable of giving the same type of service, due partly to differences 
in overhead and partly to differences in management. Hospitals are not 
100% efficient business organizations; they have been founded largely on 
a charitable basis; much money in some cases has been spent on factors 
that increase the overhead but have little bearing on the quality of service. 

In the absence of a schedule of charges based on facts, insurance com- 
panies have had to take advantage of the primitive law of supply and 
demand. When the New York hospitals a year or so ago raised their 
rates we found that there were still plenty of the best institutions that 
were quite ready to continue at the old rates provided that the insurance 
companies would, so far as possible, concentrate their business in these 
hospitals, and a group of about 20 hospitals in New York City has con- 
tinued to operate on this basis with, I believe, considerable satisfaction on 
both sides. 


It should be remembered, in this connection, that the companies acting 
collectively undoubtedly have it in their power to establish one or more 
central hospitals in each of the large cities of the country where a large 
proportion of all their hospitalization cases could be handled. A concen- 
tration of this kind would make it possible to operate such hospitals with 
the highest efficiency. The insurance companies, at least at the present 
time, are not in favor of such a procedure. We are most interested in 
doing what we can through cooperation to raise the level of service in 
existing hospitals. It is important that satisfactory relations should be 
maintained with existing hospitals throughout the country, partly because 
there is considerable business that cannot be concentrated and partly be- 
cause it is better, on the grounds of comity, that our relations should be 
on a cooperative rather than a competitive basis. 

The medical profession, the hospitals, and the insurance companies each 
have their own field and each have their own individual problems. It is 
better that each one of these should concentrate on its own problems, with 
as little interference as possible from one another but with the greatest 
possible cooperation and mutual helpfulness one toward the other, pro- 
vided that results can thus be produced that will be satisfactory for each 
and for society. It is to the interest of the insurance companies to help 
to develop the highest possible quality of traumatic surgery and the best 
possible hospitals, for that is the most practical way to bring down the 
cost of workmen’s compensation. It is to the interest of the medical 
profession and the hospitals to codperate in developing better service and a 
better understanding of the insurance companies’ needs because the work- 
men’s compensation business is an important item and well worth culti- 
vating. 
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WORKMEN’S COMPENSATION A SOCIAL INSTRUMENT 

It should be borne in mind, however, that it is not the interests of the 
insurance companies, nor of the doctors, nor of the hospitals that is the 
prime consideration ; it is the welfare of society that is the essential matter 
at stake. Workmen’s compensation is not a system for making money for 
insurance companies and doctors or for supporting hospitals ; it is a system 
for ameliorating and preventing both the effects of industrial accidents and 
the accidents themselves and in accomplishing these results it is the good 
of society and not the good of the insurance companies, the doctors, or 
the hospitals that must be given prime consideration. The greatest good 
of society can doubtless not be had unless these other interests are properly 
taken care of, but it is the good of society that is the first consideration. 

A case in point is the question of the choice of the doctor. All but 
three of the 45 compensation laws of the United States provide in effect 
that the employer or insurance carrier shall have the responsibility of 
choosing the doctor. There is a certain amount of dissatisfaction with 
this procedure in the medical profession, not because of any supposed lack 
of consideration for the wishes of the injured man, but because certain 
doctors want the field of industrial medicine thrown open so that they as 
well as all others can have access to it whether qualified or not. 

No provision of the compensation laws has, however, been demonstrated 
by actual experience to be more thoroughly in the interests of the injured 
man and of society in general than the provision by which the employer is 
intrusted with the responsibility of choosing the doctor. The incompetence 
of the medical profession in general in the field of traumatic surgery is 
both shocking and deplorable. Traumatic surgery is a field by itself and 
no greater injustice could be done to the injured man than to let him fall 
into the hands of the general run of doctors who have had no special 
training along these lines. It is absolutely essential for the recovery of 
the injured man and for the protection of society that traumatic cases 
should, so far as possible, be treated by those who are qualified to do work 
in this field. 

One of our companies has made a careful analysis of its cases that 
were treated by doctors of its own selection as compared with its cases 
that were treated by unselected doctors. The cases were arranged by 
nature of injury so that they were on a comparable basis. It was found 
from this analysis that the average amount of compensation paid per case, 
(and this is evidently a measure of the seriousness of the disability) for 
cases that were handled by unselected doctors was 64% greater than for 
cases handled by the selected doctors. Furthermore, the cost of medical 
treatment was greater in the case of the unselected doctors. This indi- 
cates not only what an opportunity there is for improvement in “the 
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medical field and how important the right handling of the medical and 
hospital problem is to the casualty insurance companies, but what a tre- 
mendous stake the injured man and society have in the right solution of 
these problems. 


BETTER UNDERSTANDINGS 


There are unquestionably important steps that can be taken in the way 
of reaching a better understanding with both the medical profession and 
the hospitals. The Medical Directors Committee of the National Bureau 
has maintained a relationship with your Committee on Workmen’s Com- 
pensation and Liability Insurance, under the chairmanship of Mr. Howe, 
which has been very distinctly worthwhile. One of the outcomes has been 
the Manual of Information for Hospital Executives in the Management 
of Insurance Cases, which your Association has recently published. The 
work of these two committees is capable, however, of being carried much 
farther. We are anxious, on our part, for such cooperation, and I hope 
that you yourselves will feel like going farther. 

The insurance companies have been working for several years with the 
American College of Surgeons in helping to raise the standard of work in 
the industrial field and a very considerable accomplishment has already 
been had, although there is a far greater work still to be done. The 
National Bureau, furthermore, has been carrying on work directly with 
the doctors in securing a better understanding and better working condi- 
tions. This latter undertaking is so remarkable and so promising for the 
future, both in its potential effects upon doctors and upon hospitals as well, 
that I should like to tell you about it. About two years ago a joint commit- 
tee of the New York County Medical Society and the National Bureau 
came together to see whether a better basis could not be developed for 
workmen’s compensation medical service in New York City. As a result 
of a series of meetings, a code or gentlemen’s agreement was developed. 
One of the particular features of this code was an amelioration of the 
working of the compensation system with regard to the choice of the 
doctor. Some of the features of the provision by which the employer had 
the choice of the doctor had produced dissatisfaction among doctors, 
notably the fact that a certain number of cases had been shifted from the 
doctor who had come upon the case originally when conditions did not 
seem to make such a procedure necessary. The most important factor of 
the agreement covered this point and was to the effect that if a case fell 
into the hands of a county medical society member in good standing, it 
should be allowed to remain there except for cause, namely, either because 
the doctor was incompetent or because the case needed treatment by a 
specialist. It was further provided that any controversies, either with 
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regard to the fee or with regard to questions of ethics or treatment, should 
be referred for decision to an arbitration board of four doctors, two 
representing the insurance companies and two representing the county 
society ; it was further provided that the decision of this board must be 
unanimous. 

Up to the present time over 800 cases have been put on the calendar 
for arbitration. Half of these were settled by private agreement before 
they came to trial; the remaining cases that came to arbitration have all 
been decided and decided unanimously. Still more important indirect 
effects have been had, however. The presence of the agreement and the 
arbitration machinery has produced so much better an understanding and 
feeling that the whole situation has been very completely changed. I am 
bringing this to your attention not because you are very directly concerned 
with it, although, in New York, hospital cases have also been thus arbi- 
trated, but because it is a concrete and actual example of the better under- 
standings that can be had. What has been done in New York City can 
certainly be extended over the rest of the country and the hospitals can 
be still more effectively brought into the undertaking. 


THE MAIN PROBLEM 


While in the medical and hospital field there are certain ancillary mat- 
ters on which a better understanding is desirable, I should in closing 
remind you that the main problem is the securing of better medical and 
hospital treatment for workmen’s compensation cases. In the press of 
other things I have not spoken of the workmen’s compensation medicai 
rackets under which certain commercial clinics have been organized, no 
to do a legitimate business, but in order to exploit the injured employee. 
This, however, is only the thoroughly pathological and malignant aspect 
of the much larger problem of getting the whole workmen’s compensation 
medical situation on a more satisfactory basis. The medical problem is 
one of the most serious problems in the workmen’s compensation field. 
It can be solved only if the three interests that are primarily concerned 





in it—the medical profession, the hospitals, and the insurance companies 
will not only throw themselves into it, but work on it together. In order 
to do this, a relationship must be set up by which better understandings 
can be had that will form the basis for genuine and permanent solutions. 
The fact that your Association and ours have already made a beginning 
is distinctly encouraging and I hope, if any further action is needed to 
provide for the carrying on of such codperative work, that you will take 
such action at this meeting; I think I can promise you that we will meet 
you half way. 
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Group Hospitalization in England 


SUMMARY OF 1933 PROCEEDINGS OF CONFERENCE OF 
BRITISH HOSPITALS CONTRIBUTORY SCHEMES 
ASSOCIATION 


MicHakEt M., Davis, Pu.D. 


HE British Hospitals Contributory Schemes Association, the national 

organization in England and Scotland of what we in the United States 

would call “group hospitalization plans,” held its third annual confer- 
ence at Harrogate, England, in September 1933. The report of the pro- 
ceedings of the conference, recently issued, contains important addresses 
by Mr. Sydney Lamb of the Merseyside Hospitals Council of Liverpool ; 
Sir Robert Bolam, a leading representative of the British Medical Asso- 
ciation; and Dr. Peter MacDonald, the chairman of the Hospital Com- 
mittee of the same organization. 

The proceedings of these meetings are characterized by full and in- 
formal discussion after each paper. That which followed Mr. Lamb’s 
address, which is reprinted in full in this BULLETIN, centered about the 
problems involved when members of the schemes were hospitalized outside 
the area in which a particular scheme operated. Mr. G. H. Griffiths of 
Gloucester mentioned the necessity for reciprocal arrangements between 
different schemes, saying: ““Today the Royal Infirmary, Gloucester, Ox- 
ford, and Sheffield have all reciprocal arrangements with other hospitals. 
We have 30 hospitals on our list that take each other’s patients. Apart 
from that, in any hospital in this country they would pay the maintenance 
charges.” 

Sir Harold Pink, the chairman of the British Hospitals Association, 
emphasized the hospitals’ appreciation of the help rendered by the con- 
tributory schemes in the following statement: ‘We are very thankful 
indeed from the hospital point of view for the work which has been done 
by these Contributory Schemes, and we hope that they will succeed and go 
forward .. . so that the voluntary medical service in this country will 
be the supreme one of all countries.” 

The address by Dr. MacDonald, “The Recent Work of the British 
Medical Association with Special Reference to Contributory Schemes,” 
makes evident the interest of that Association in the work of the schemes 
in maintaining and promoting the principles of voluntaryism in hospitals. 
“Tt is sensible,’’ he pointed out, “that, but for your activities this principle 
would be already in serious jeopardy, but that through your splendid work 
it is now adequately safeguarded, and, in fact, the voluntaryism of the 
voluntary hospital is being strengthened year by year.” Dr. Mac- 
Donald discussed particularly the relations between hospital contributory 
schemes and private practitioners, urged the use of a “model hospital 
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letter’’ for patients to take from the attending practitioner to the hospital 
and described the setting up of consultants’ lists, which now provide mem- 
bers of the Hospital Saving Association in the metropolitan area of Lon- 
don with the “opportunity for securing private consultations with con- 
sultants of repute at fees which these members could afford; the present 
arrangement being that these members pay their own fees.” He stated 
further that “it (the British Medical Association) has taken preliminary 
steps to enable similar consultants’ lists to be formed anywhere if effec- 
tive demand is made for them, and it has decided that consultations in this 
way shall be available for: (a) persons entitled to medical benefits under 
the National Health Insurance Acts; (b) members of Approved Contribu- 
tory Schemes; and (c) members of Approved Public Medical Services.” 
Approved contributory schemes “will be such contributory schemes only as 
have an income limit, or have an income limit at least for such of its mem- 
bers as shall be regarded as eligible beneficiaries under these proposals.” 
Dr. MacDonald also referred to the possibility of the establishment of 
“Provident Schemes for Middle-Class Persons, whose object, or chief 
object, will be to pay the way of persons who have to go as in-patients 
to pay beds at hospitals or to nursing homes, and the contribution which 
those of us, from which I might call our side, propose to give, is that 
surgeons, consultants, practitioners, specialists, who attend such persons in 
these pay beds or nursing homes, shall do so at modified fees according to 
a reasonable scale. . . . This has not yet been made a part of the policy 
of my Association, but if agreement can be come to along the channels 
which we are at present engaged in exploring, with the help indeed of 
some of yourselves, I have great hopes—indeed, confident hopes—that 
the sort of thing I am indicating will at an early date meet with the ap- 
proval of my Association and with that of the surgeons and other prac- 
titioners indicated.” 

The degree to which the English are now interested in this problem 
is illustrated by the fact that Sir Robert Bolam devoted his address to a 
discussion of “The Extension of Contributory Scheme Principles to the 
Middle Classes.” He pointed out that “all the available hospital accom- 
modation is utilized for the provisions of those medical services which in 
the best interests of the patients can only be given in an institution” and 
that their concern was “to see also that these services are available for all 
classes of the community, not alone for those whom we spoke of as a sep- 
arate hospital class.” This can be achieved, he declared, only by “coodper- 
ation of those responsible for the management of hospitals and nursing 
homes, and the doctors providing the medical services, and the organizers 
of the provident schemes.” 

Sir Robert particularly stressed four points: 

1. The scheme should be administered neither by hospitals nor by 
doctors. 

2. The widest possible hospital field must support it, i.e., there must 
be complete reciprocity between the different areas, 
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3. For those below certain income limits, a complete hospital service 
should be available without any further cost than the regular con- 
tribution and for those above the specified income limit an equal 
grant should be made. 

4. No provision for a general practitioners’ service should be included. 
The final point is made because service of this type is already provided 
for under the National Health Insurance Act. 

He presented tentative figures for the income limits and emphasized the 
necessity for agreement with the medical profession as to these limits. 
“You cannot succeed,” he reminded his audience, “unless you get friendly 
and cheerful codperation from the doctors who are going to give the service 
in the institutions. There must be a full investigation, a friendly discus- 
sion around a table, and as an outcome the income limit fixed by agree- 
ment.” 

Thus in England the representatives of the British Medical Association, 
the hospitals, and the public at large are working together to deal with 
these problems. 
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Some Problems of Contributory Schemes 


SyDNEY LAms, M.B.E. 
Secretary, Merseyside Hospitals Council (Inc.), Liverpool 


HERE ARE FEW, if any, new problems connected with contributory 
schemes, but my aim will be to throw some new light on the existing 
problems which, by their urgency, demand repetition and action. If, 
unavoidably, I have to re-state ideas expressed at previous conferences, | 
ask your kindly indulgence. 
THE URGENT NEED FOR LIVE, ACTIVE COOPERATION 

Coordination, team-work, reciprocity, or whatever title we care to give 
it, is the uppermost problem in the minds of those who are trying to work 
together as a national organization. The presence here at a national con- 
ference of so many representatives of hospital contributory schemes is 
sufficient evidence that there is an earnest desire for unity and a national 
outlook. 

Contributory schemes, as local individual units, have achieved great 
things, but there is a still greater field of useful endeavor ahead of this 
National Association, when its members are willing to work together in 
unity as an organized national body. May I quote the recommendation 
reached after a long debate at the first Conference of Contributory Schemes 
at Birmingham in November, 1930: 

“That this Conference approves the principle that Contributory Schemes 
should pay in respect of treatment of their contributors in outside hospitals 
a percentage of their maintenance costs equivalent to that paid for similar 
treatment in the hospitals of their own area.” 

This recommendation indicates an early trend toward cooperation. It 
is certainly not in the interest of the contributor, or of this national asso- 
ciation, if local contributory schemes refuse to make a reasonable grant 
towards the maintenance cost of their contributors admitted into hospitals 
outside their own immediate area. The Merseyside Scheme will readily 
enter into reciprocal agreements with any contributory scheme in any area 
for reciprocal payments up to 7/- per in-patient day. 

The annual meeting at Torquay last year recommended : 

“That it was very desirable for Contributory Schemes to meet the full cost of 


their contributors treated in Voluntary Hospitals, and that in doing so it will have 
achieved an ideal worthy of the movement.” 


To achieve this ideal the meeting also recommended: 

“All new Contributory Schemes to set a limit to the percentage of expenditure 
on Auxiliary Services.” 

Read before the British Hospitals Contributory Schemes Association, Harrogate, 
September, 1933. 
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Again after 12 months’ consideration the association decided at the 
Torquay Conference last year: 


“That any well-conducted Contributory Scheme must inevitably be in the joint 
interest of Voluntary Hospitals and contributors and that there must be a mutual 
partnership.” 


ARE CONTRIBUTORY SCHEMES RESPONSIBLE FOR ADMISSION AND 
TREATMENT? 

The duty of the contributory scheme is to provide funds so that there is 
adequate voluntary hospital accommodation and equipment for in- and 
out-patient services. The privileges of a contributory scheme should 
only commence if and when the contributor is admitted into hospital. Nor- 
mally, contributory schemes take no responsibility for tuberculosis, in- 
fectious and mental cases, chronic and senile cases, which together require 
vastly larger hospital bed accommodation than all the voluntary hospitals 
in this country could ever hope to provide. 


HOSPITAL SERVICE UNDER TERRITORIES 


If any one of us were given the responsibility of creating and conduct- 
ing voluntary hospital service in this country, would we allow every town, 
regardless of size, to be self-supporting? I think not. I think that for 
medical and economic reasons we would recognize that there are natural 
hospital areas, in each of which there should be a base hospital (a central 
general hospital) which would also serve as a center of medical education 
and scientific research. The work of these base hospitals would be mainly 
devoted to the difficult, obscure, and complicated cases from the entire 
area. At strategic centers round the base hospital there would be large 
well equipped general (or “county”) hospitals, circling which again, there 
would be a number of local hospitals (or, as they are strangely called, 
“cottage” hospitals). To complete the organization there would be an 
adequate number of general medical practitioners and district nurses to 
safeguard the health and homes of the people. There are few hospitals, 
if any, represented at this conference which do not form part of such a 
natural hospital area, ip which a correlated scheme of hospital finance 
could appropriately operate. 

The Need for Recognized Hospital Areas 

Those who were present at the conference of the British Hospitals 
Association at Bath received the printed report of their negotiations con- 
cerning the Hospital Saving Association. 

The first recommendation of the Council of the British Hospitals 


Association was as follows: 


“That it is vital to the existence of the voluntary system as at present understood 
that there should be no competitive organization for the raising of money by 
Contributory methods in the same area. . . . That each provincial Contributory 
Scheme should confine its activities to its own recognized hospital area.” 
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I suggest that one of the results of this present conference should be to 
invite the British Hospitals Association to assist this association in de- 
termining what is the recognized area in which each provincial contributory 
scheme should operate. There is such an abundance of good will in the 
hospital world, that all that is required to avoid unnecessary friction and 
overlapping is clear, honest leadership. 


Overlapping of Areas Should Not Continue 


The serious dissensions concerning overlapping of areas might have 
been avoided if contributory schemes had adopted a general scheme of 
reciprocity. 

It seems to me that the rapid extension of the Hospital Saving Asso- 
ciation is in a measure due to the fact that its contributors know that in 
almost every part of the country where they may receive hospital service, 
the H. S. A. green voucher will release them from inquiry and exempt 
them from all fees. 

In Merseyside the H. S. A. has always met difficulties in connection 
with their contributors with a desire to be fair to the local scheme. I have 
always earnestly held to the principle that no hospital contributory 
scheme should be started in any area without first securing the written 
consent and good will of the hospital or hospitals concerned. I am dis- 
posed to think that too little appreciation has been expressed to the Hospital 
Saving Association for having persuaded the employer in such widespread 
organizations as the Great Western and Southern Railways to collect 
hospital contributions every week through the wages office. 

If contributors to the H. S. A. in every area were only to be promised 
the privileges normally available in the local contributory scheme, and if 
the H. S. A. were prepared, as they readily offered to Merseyside, to hand 
over the whole of the contributions from local H. S. A. contributors (less 
the cost of collection) | think that much of the cause of disagreement 
would be removed. There are, however, some contributory schemes which 
feel fully equipped to collect contributions from all local employees, 
including railwaymen. 

It cannot be in the interests of the community, or of the hospitals, that 
there should be two rival contributory schemes in one area, and any 
attempt on the part of two schemes to compete with each other in offering 
the most attractive privileges is strongly to be deprecated. To give 
preferential hospital privileges to one group of wage-earners over another 
group earning the same wages in the same area, is to sow the seeds of 
(dissatisfaction and dissension, and cannot be for the ultimate good of 
voluntary hospitals. 
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The members of this association should endeavor to agree upon reason- 
able unanimity and standardization of privileges, allowing for adjustments 
between industrial and rural areas, during the next few years. 

Individuality, intense local patriotism and freedom to experiment are of 
incalculable value, and these priceless features of voluntary hospitals need 
not be jeopardized by the ideal of this association, that all affiliated schemes 
should work with a unity of purpose and in thoughtful co-relation with 
their neighbors so that the hospital needs of the whole population may be 
adequately met. 


Competition in Areas Is Wasteful and Undesirable 


A very vital and topical question in which this association is interested 
is the defining of the area of operation of each contributory scheme, and 
indeed, at the special conference called at Birmingham in July last, the 
Executive Committee, with the inclusion of two leading members of the 
Mid-Southern Group of the Association, were asked to consider and 
submit a report on this subject. 

Those present who attended the first National Conference of Hospital 
Contributory Schemes in 1930 will remember that the very first problem 
with which that conference dealt was— 

“whether it is to the advantage of the Contributory Scheme Movement that all 


hospitals in agreed territorial spheres of influence should codperate in a common 
Contributory Scheme.” 


The conference unanimously recommended that all hospitals in an agreed 
territorial sphere of influence should codperate in a common contributory 
scheme because— 


“(a) It is more economical in administration 
(b) It is more thorough in organization 
(c) It will not affect local enthusiasm 
(d) It will result in a more equitable distribution of funds.” 


This was an important recommendation to have been made by repre- 
sentatives of the leading contributory schemes of the country, but I doubt 
if all the schemes understand the many implications involved in the resolu- 
tion. 

I sometimes doubt whether all contributory schemes are in earnest in 
regard to this important question of working together as one correlated 
organization. I hope that those present will insist, within the next year or 
two, on this national association defining what is meant by “agreed terri- 
torial spheres of influence.” There should be no insurmountable difficulty 
with most of the provincial schemes. Investigation may encourage the 
consideration, as units, of the territories served by the base or central 
general teaching hospitals. 
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I suggest that the formation of area councils would assist the Con- 
tributory Schemes Association and its executive in building up a complete 
regional organization. 

From 10 large hospitals in separate provincial boroughs I learn that 
approximately 17,300 persons in regular employment (or their dependents ) 
last year were admitted as in-patients into their hospitals for whom no 
payment of any kind was received from any contributory scheme. Reckon- 
ing an incidence of about 6% of the wage-earning community needing 
voluntary hospital admission, it would appear that in these towns alone 
more than one quarter of a million of the working population are still 
outside the contributory scheme movement. 

The information forwarded to me by provincial hospitals indicates also 
that a very much higher percentage of patients is being admitted from out- 
side areas into the large central hospitals than is being paid for by the 
contributory schemes attached to these distant areas. 


An Example of Serious Abuse Due to the 
Absence of Area Coérdination 


According to the official returns of this association, the whole of the 
affiliated Contributory Schemes only pay 5% of their income to hospitals 
outside their own areas. Speaking of Merseyside, at least 10% of in- 
patients treated in Merseyside voluntary hospitals come from, an area more 
than 10 miles distant from the center. The hospitals associated with the 
Merseyside Contributory Scheme have given up valuable beds to residents 
of distant areas when these beds were urgently needed for Liverpool 
workmen, who have been sent to municipal hospitals, thus necessitating 
payment from the Merseyside Contributory Scheme of £14,000 a year to 
local public assistance committees for beds occupied in municipal hospitals 
by Merseyside contributors in times of acute sickness. During the past 
four years, 13,873 residents from areas distant more than 10 miles from 
Liverpool have spent 282,242 days as in-patients in the Merseyside volun- 
tary hospitals. 

They have received specialist services as in-patients which have cost the 
hospitals associated with the contributory scheme £102,200 in the provision 
of food, warmth, light, laundry, nursing, and yet these distant areas, in- 
cluding these which have local contributory schemes, have paid only 
£51,000 from all sources, leaving a deficit of £50,000 to be made up, over 
the last four years, from charitable revenue, or by bank loans. In giving 
these figures I do not ignore that legacies have been received by Mersey- 
side voluntary hospitals from distant areas in the past, but I prefer to 
leave out of the discussion the question of legacies, because in any event 
they are an uncertain form of revenue, and capital so acquired should 
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generally be used for capital extensions and not for ordinary maintenance 
and upkeep. 

To the deficit of £50,000 for providing in-patient services during the 
last four years for the residents of these distant areas must be added the 
financial loss incurred in providing out-patient service, and also at least 
a proportion of the grants made by the contributory scheme for beds in 
public assistance hospitals. I think you cannot fail to agree that these 
facts indicate a serious matter of principle which this national association, 
formed to safeguard voluntary hospital finance, should consider. 


The Need for a More Equitable Distribution of the 
Income of Contributory Schemes 


I hope this conference will agree that local hospitals are only entitled to 
that proportion of the local contributory scheme revenue which the cost of 
hospital services they render bear to the total cost of services rendered by 
all hospitals to the contributors. 

It is surely not fair that the local hospital should receive the whole of 
the contributions collected by the local contributory scheme, if hospital 
services have been given to the contributors by other hospitals in other 
areas? Reciprocity suggests that revenue from contributory schemes 
should be distributed proportionately to every voluntary hospital, wherever 
situated, which provides services to the contributors. 

RECIPROCITY IS ESSENTIAL 


Hospitals and contributory schemes should discourage the practice of 
asking their local hospital medical staffs to decide which cases admitted to 
“outside” voluntary hospitals should be chargeable to the local contributory 
schemes. By “outside” hospitals | mean any voluntary hospital beyond 
the area of particular contributory scheme. 

When a contributor is admitted to an “outside” voluntary hospital, it 
is due either to an accident or to an emergency, or it is because the con- 
tributor’s medical adviser (whose professional opinion cannot be chal- 
lenged ) has arranged for medical reasons for treatment in a hospital other 
than the local hospital associated with the scheme to which the contributor 
belongs. 

I ask that each contributory scheme shall accept responsibility for its 
contributors’ maintenance, at an agreed rate, in whatever hospital, regard- 
less of area, the contributor received service. Contributors find themselves 
in “outside” hospitals for medical reasons beyond their control, and I do 
not think it is fair to place contributors in more difficult financial relations 
with outside hospitals than with their own local hospitals. I do not think 
it is fair to this national association or to the voluntary hospital system 
that possibly only 50% of contributory schemes pay adequately for services 
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in “outside” hospitals, and the remaining 50% pay little or nothing. It is 
the admission to hospital—the bed—which is important. What the con- 
tributor values most is the best possible medical treatment obtainable by 
his medical adviser. The actual admission to hospital and the hospital 
specialist’s consultative advice and treatment are free, or practically free. 
The main cost which contributory schemes are asked to be responsible for 
is the cost of food, dressings, nursing, light, warmth, laundry and ad- 
ministrative management. 


Contributory Schemes Should Pay the Cost 
of Contributors’ Maintenance 


I do not think it is fair that an 
the contributor, on medical advice, with service should be paid a smaller 


‘outside” hospital which has provided 


payment by the contributory scheme than it would pay to its own local 
hospital for treating the same contributor. I am convinced that the needs 
of voluntary hospitals will not be met nor the ideals of this association 
attained, until contributory schemes pay all voluntary hospitals treating 
their contributors a sum equal to the average normal maintenance costs 
approximating to about £3 per in-patient week, and 5/- per out-patient. 


Ordinary Working Expenditure Should Be Provided 
Without Recourse to Legacies 

I am not very proud to admit that the 21 voluntary hospitals of Mersey- 
side have utilized £138,361 in legacies during the last five years, to meet 
the ordinary every-day working expenditure. The last figures ascertain- 
able from 965 voluntary hospitals in this country indicate that free legacies 
amounting to £790,253 were used to meet ordinary working expenditure 
in 1931, whereas everyone present at this conference would have wished 
that this large sum could have been available where necessary, for exten- 
sions and improvements. It is a fact that for many years bed accommoda- 
tion in voluntary hospitals has not been equal to the growth of medical 
science and the growth of the population, and in consequence municipal 
hospitals have been compelled to meet the need and supply the public 
demand for additional hospital accommodation for acute sickness. 

Voluntary hospitals are likely to have a longer lease of life if they can 
use all unrestricted legacies for capital expenditure on building schemes 
where necessary. 

I think that a decision should be taken to reconstruct contributory 
schemes so that they will be able to pay an agreed maintenance cost (9/- 
per in-patient day is suggested) to any voluntary hospital wherever the 
contributor or his dependent may be admitted. 

Surely the burden of maintaining the increased number of unemployed 
and necessitous persons in voluntary hospitals, plus the still greater re- 
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sponsibility of obtaining capital income for building, extensions, new plant 
and equipment, is more than enough for private charity to bear ? 

Surely persons in regular employment should place themselves beyond 
the need of charitable funds so far as the cost of their maintenance in 
voluntary hospitals is concerned? Many thousands of wage-earners pay 
more for weekly maintenance in a seaside boarding house than they pay 
in hospital. 

It may be retorted that my ideal of 9/- per in-patient day is not imme- 
diately possible for all contributory schemes, and I must reluctantly agree. 
I think, however, that we could fix upon a temporary figure for a year or 
two, pending plans of reconstruction. 

The voluntary hospitals of Merseyside ask all contributory schemes to 
pay 7/- per in-patient day, although in practice it is admitted that the 
average amount actually obtained is much lower. 

I do not think it is unreasonable to ask that every contributory scheme 
in this association now consent to make a payment of 5/- per day for 
such of its contributors or their dependents admitted as in-patients in any 
voluntary hospital. The question of payment for out-patient services can 
be considered at some future time, but I feel that at least an immediate 
reciprocity agreement is necessary as regards in-patient service between 
all the members of this national association. 


Method of Making Reciprocal Payments 


When considering reciprocity we should also consider the method of 
payment under reciprocity agreements. Having agreed on the amount of 
reciprocal payment there should be no difficulty in the contributor handing 
in his hospital voucher or letter of introduction (issued by the contributory 
scheme to which he subscribes) to the voluntary hospital providing serv- 
ice, which in turn will pass the voucher to its own local contributory scheme 
for collection of the agreed reciprocal payment from the contributory 
scheme issuing the voucher. 

It will of course be realized that reciprocity entails a definite mutual 
understanding and friendly agreement among contributory schemes each 
to pay the other a similar amount per in-patient day, not necessarily always 
the same figure for all contributory schemes. 

I recommend a minimum payment of 5/- per in-patient day for every 
scheme, to be increased in the next two years to 9/- per day. 

Payment of an agreed amount to any “outside” hospital direct (whether 
there is a recognized contributory scheme or no scheme at all in the 
district) is a separate and distinct question. Nevertheless, I think that 
this conference should decide (by reciprocity agreements for preference ) 
to terminate the unfair system of refunding outside hospitals only such 
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small payments as the hospitals can extract direct from wage-earning 
patients. Such a system denies to the outside hospitals providing service 
to contributors the first primary advantage of contributory schemes, 
which is to provide an opportunity for the community, more especially that 
very large wage-earning class on whom the main income of voluntary 
hospitals is expended, to make adequate financial return to hospitals when 
they are in normal health and employment. I suggest it is for the members 
of this association to agree without delay upon a practical interpretation 
of what constitutes “adequate financial return to hospitals.” 

One of the main reasons why the contributory scheme has come 
into existence is to give adequate opportunity for the community 
to contribute regularly and adequately to hospitals while in good 
health and employment. 


Method of Collecting Contributions 


Everyone realizes that in times of sickness in the home the financial 
reserve of the wage-earner is at its lowest or is absent altogether. In other 
words it is impossible for the average workman to meet his responsibility 
to hospitals in times of sickness, so that every contributory scheme must 
find an answer to the question as to what is the best method of collecting 
hospital contributions from the workman when he is in health and in 
employment. 


Theoretically, in order to collect contributions, I would prefer to call 
each week or month at the house of the workman, or, alternatively, ask 
him to bring his contribution at regular intervals to a voluntary collector. 
Obviously, by such a method, the wage-earner would be in closer touch 
with the successes and failures of his local hospital. His interest would be 
better secured and maintained. Such a method, however, is impracticable 
amongst the 15,000,000 wage-earners in this country. 

In the Merseyside area I am entrusted by 21 voluntary hospitals to 
collect contributions from the whole of the employers and employees in 
the area, in which there are 386,500 wage-earners insured under the 
National Health Scheme alone, and who are dependent upon voluntary 
hospitals. 

Our normal custom in Merseyside, in establishments where there are 
six or more employees, is to ask the employer to collect contributions 
through the weekly wages after securing the written authority of each 
employee. Incidentally, we ask the employer to add one-third to the 
employees’ contributions, and about 90% of the employers are kind enough 
to codperate with their employees and with us in this way. We have 
emulated the example of the Government, which collects national health 
insurance, national unemployment insurance, and national pension con- 
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tributions through the wages office at the place of employment, and we are 
proud to have achieved our object with the voluntary consent and good 
will of all concerned. 

In Merseyside today, 7,008 employers of labor are collecting contribu- 
tions each week from the wages of 247,119 employees. Last year £121,000, 
made up of £25,000 from employers and £96,600 from employees, was 
received in 39,000 separate remittances. 

In addition to the 247,000 employees who contribute through their wages, 
there is an enormous group of potential patients in voluntary hospitals 
who cannot contribute through their places of employment, such as domestic 
servants, pensioners, individual craftsmen, small traders, and assistants in 
small suburban shops. 

We have had such insistent demands from this class of person to con- 
tribute to the Merseyside Contributory Scheme, that in order to avoid 
hardship and injustice we have had to make arrangements for this wide 
group to secure the privileges of the scheme. We have been compelled 
to ask for the services of voluntary workers, and no fewer than 439 shop- 
keepers are at present acting as honorary receiving depots, where in- 
dividual unattached contributors may take their contribution card and 
purchase hospital stamps. The shop-keeper in turn can only secure sup- 
plies of hospital stamps from the contributory scheme if he surrenders 
cash for the equivalent amount. The total revenue, however, from this 
source of income after six years’ effort only amounts to about £10,000 a 
year. Had we tried to collect contributions from wage-earners generally 
other than through the wages office, namely, by asking the individual to 
pay his contributions to a voluntary collector, I do not think our income 
from employees would have reached £40,000 as against the £96,000 
collected last year. 

I believe it is physically impossible to collect weekly contributions for 
hospitals from 400,000 wage-earners in the Merseyside area, or from 
15,000,000 wage-earners in England and Wales other than by deduction in 
the wages office at their places of employment. 

On reflection it would seem surprising that the official record of the first 
Annual Conference at Rugby included an accusation from a very able critic 
that contributory schemes are insurance societies without any charitable 
aspect to their activities, and that inevitably the voluntary hospital system 
would break down if these large independent contributory schemes were 
allowed to continue. Efficiency and good organization can still be evident 
in social service, voluntary work, and charitable endeavor 

If it is agreed that collections through the wages office should be the 
primary method of collection, then in cases where contributors reside out- 
side the area of their place of employment, let it be agreed that such 
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contributors are not to be canvassed by any other contributory scheme 
operating in the area in which a contributor resides. 


Proportionate Contribution by Employers 


An additional advantage of collection through the wages office is that 
it provides a better opportunity for the employer to add regular propor- 
tionate contributions to those of his employees. How many contributory 
schemes are there in the country which collect regular and proportionate 
contributions from the employer? Sheffield and Merseyside Schemes ask 
the employers to add one third to the employees’ contributions, and to the 
credit of Merseyside employers, even in these difficult days, there are 
relatively few who do not generously add one-third to their employees’ 
contributions before remitting the payments to the scheme. 


Payment by Non-Contributing Patients 


As working people normally cannot contribute to hospitals in times of 
sickness, there must of necessity be an implied promise or understanding 
that contributors will be free from financial inquiry and payments when 
they, or their dependents, are admittéd to hospital. 

It is not fair to the millions of wage-earners who regularly contribute to 
contributory schemes in this country, that the same hospital privileges 
should be given to patients who have not joined a contributory scheme, 
and I want to remind you that at the first Conference of Contributory 
Schemes held in Birmingham about two years ago, it was unanimously 
recommended : 


“That a uniform scale of charges should be arrived at for in-patient and out- 
patient service rendered to non-contributors in regular employment (and their de- 
pendents) based on their ability to pay.” 


Here is a fruitful field for additional hospital revenue which should be 
fully explored. It would be a step forward if this association would 
agree as to what is a reasonable amount for non-contributors, in employ- 
ment, to pay for in-patient and out-patient service. 

In Merseyside 4/- per in-patient day is asked from non-contributors in 
employment resident in the area, and 5/- per in-patient day from those 
resident in distant areas, namely, districts 10 miles or more from the city. 
The Cost and Value of Auxiliary Services 

Last year the Merseyside Contributory Scheme spent 19.5% of its 
revenue on auxiliary services : 


a) Payments to Municipal Hospitals....... £14,559 —10.3% 
b) Convalescent and After-Care Treatment.. 5,097. — 3.6% 
¢) Amieionce Trameport 2. ...56..05s0650% 4814 — 34% 
d) Grants to District Nursing Associations.. 3,165 — 2.2% 





£27,635 —19.5% 
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The larger contributory schemes frequently receive serious criticism for 
the suggestion being that these auxiliary services 


” 


providing “trimmings, 
are entirely unnecessary expenditure under the voluntary hospital system. 

As an example, may we consider the Merseyside expenditure on aux- 
iliary services item by item? 


1. £14,559 (10.3%) paid to Municipal Hospital. 


This represented a payment on behalf of contributors, every one of whom 
was medically certified as being medically eligible for admission to a 
voluntary hospital but for whom voluntary hospital accommodation was not 
available. 

In the circumstances, I do not see how this expenditure could have been 
avoided by our contributory scheme. It is not generally the fault of the 
contributor that the family doctor sends the patient to a municipal hos- 
pital. We could not embarrass the contributor further, having first failed 
to admit him to a voluntary hospital, by leaving him in the hands of the 
relieving officer for a financial investigation as to his domestic income, 
to be followed by an appearance before the Assessment Committee as to 
his ability to pay. 

In dealing with this problem, the majority of those present here hold 
the point of view that the interest of their local voluntary hospital is 
paramount, but I submit that practical consideration should also be given 
to the welfare and interest of the patient. 


2. £5,097 (3.6%) on Convalescent and After-Care Service. 


I believe the majority of modern hospitals provide after-care recovery 
and convalescent treatment for their patients, but in an area with more 
than 20 voluntary hospitals there is obviously an opportunity for codrdina- 
tion and centralization which is justified if it results in economy and 
efficiency. 

The best after-care work done by the Merseyside Contributory Scheme 
is done with a very small expenditure of funds. During the past five 
years nearly 10,000 patients have been sent to convalescent homes by the 
Merseyside Scheme, each patient having been individually passed after 
careful medical examination by a competent hospital medical referee 
officially appointed by the large general hospitals. 


3. £4,814 (3.4%) spent on Ambulance Transport. 


The Merseyside Contributory Scheme has an ambulance staff of 12 men 
who devote their entire time to transport asked for by the medical staffs 
of the local voluntary hospitals. During 1932 this ambulance service 
transported 14,681 patients—over 282 patients a week, without taking into 
consideration the number of contributors carried by other ambulance 
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authorities on behalf of the Merseyside Scheme, the expense of which is 
included in the sum of £4,814. 

Patients are never carried in the ambulances unless they are first certified 
by a medical officer as needing ambulance transport. I believe that this 
important work of the rapid transport of patients between their homes and 
voluntary hospitals is equally as much voluntary hospital service as that 
of the hospital porter who meets the patient at the entrance hall and wheels 
him to the ward for treatment. 


The Need for a Closer Relationship Between All Contributory 

Schemes and Voluntary Hospitals 
There are two distinct groups of contributory schemes inside this national 

association : 
1. A large number of provincial contributory schemes which are being 
operated primarily in behalf of one particular hospital. 

2. A few contributory schemes, such as the Hospital Saving Associa- 
tion, Birmingham, Sheffield, Merseyside and elsewhere, which have 
been established at the request of a group of hospitals. 


Voluntary or paid officers attached to the first group of contributory 
schemes associated with one hospital are entitled to be called hospital 
officers, and to be members of the Incorporated Association of Hospital 
Officers, to take up hospital administration as a career and to be nomi- 
nated by their Management Committees as members of the British Hos- 
pitals Association, which is the national association of voluntary hospitals. 

The secretaries of contributory schemes established by a group of 
hospitals, however, are denied all these professional privileges.. In my 
office I have a staff of 54 who conduct the administrative, development, 
publicity, convalescent and after-care and ambulance services of the 
Merseyside Hospitals Council. Included among them are university and 
professionally trained men and women, and yet I, and every member of 
my staff, are officially denied access to voluntary hospital life. We are 
excluded from membership in the Hospital Officers’ Association, nor are 
we allowed to take up the official course of study to enter hospital ad- 
ministration. This is not worthy of the harmony or the comradeship of the 
voluntary hospital world. I want to plead for a closer and more useful 
relationship between voluntary hospitals and all contributory schemes 
whether they are operated on behalf of one hospital or with the consent of 
a group of hospitals. 

CONCLUSION 

1. Whether a contributory scheme should be managed by the hospital 

board of management on behalf of one hospital or whether it should 
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be managed by an independent council composed of representatives 
of all the interests involved, including those of the voluntary hos- 
pital or group of voluntary hospitals supported by the scheme. 


2. Hospital accommodation for the middle classes, 
3. Abuse of hospital out-patient departments. 
4. The problem of payments to hospital medical staffs for services ren- 


dered to contributors. 

5. The relationship of contributory schemes to municipal hospitals. 

6. The relations of contributory schemes to home nursing services. 

7. The value of a costing and statistical department. 

8. The problem of income limits in contributory schemes. 

[ felt particularly proud when | heard, at our last Conference at 
Torquay, of the achievements of contributory schemes in various parts of 
the country. 

Dr. Luckham told us last year that farm workers, out of their small 
wages, contribute 4d. weekly, and that during the past 10 years the con- 
tributory scheme with which he is associated has been able to pay on an 
average 50/- per week for in-patient treatment and 5/- for every out- 
patient and to provide convalescent, ambulance, and district nursing serv- 
ices as well. 

Mr. Sanctuary, of the Oxford Contributory Scheme, told the same 
story—tens of thousands of farm workers paying 4d. per week to the 
Oxford Scheme which enabled them to pay £3.10.0 per in-patient week 
to every voluntary hospital in Oxfordshire or elsewhere which admitted 
an Oxford contributor. 

After this is there anyone who doubts the willingness and generosity 
of the poorest wage-earners to pay the full cost of maintenance in volun- 
tary hospitals ? 

May I quote extracts from the inspiring speech of Mr. S. J. Woolmer 
of Rugby, who opened the discussion last year at the Torquay Conference. 
He said: 

“T think the first thing this Conference has to do is to come to an agreed 
minimum rate of contribution, and to arrive at an agreed percentage of 
contribution that should be allotted purely and solely for hospital services. 
I think we should agree to the allocation of that money to all hospitals 
according to services rendered to contributors. 

“When we inaugurate a Scheme we almost always say that there shall 
be no almoner inquiry, that this is a moral pledge on our part to do our 
utmost to pay the cost of maintenance of our contributors when they are 
in hospital, and it seems to me that the time has arrived when we should 
honestly face this question and ask ourselves—Are we attempting to do 
what we had morally pledged ourselves to do?” 
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The voluntary hospitals which we are privileged to serve are an in- 
separable part of the moral and spiritual life of this country. Service and 
sacrifice belong to the Eternal and are among the noblest forces of which 
the human personality is capable, and it is only by reason of these im- 
mortal qualities on the part of subscribers, boards of management, 
physicians and surgeons, and on the part of hundreds of thousands of 
voluntary workers that these wonderful institutions called voluntary hos- 
pitals have reached such a high standard in our English life of today. 

They can be assisted to reach even greater heights with the united 
endeavor of members of this Association, representing, as they do, more 
than four million contributors. 

There is no need for me to remind you most fervently that the very 
continuance of these voluntary medical institutions depends upon the 
manner in which you and your committees carry out the obligations and 
purposes of contributory schemes. 

The voluntary hospitals will be able to carry on with greater efficiency 
and with a new stimulating sense of freedom from financial anxiety; and 
be able to expand and deal with the anxious problems of capital expendi- 
ture and improvements and extensions if we will only pledge ourselves to 
the simple policy of making every one of our contributory schemes pay 
an agreed reasonable amount, approximating to an average agreed cost of 
maintenance of our contributors, in whatever voluntary hospital to which 
they may be admitted. 


2, 
_- =e 
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The Developments of Group 
Hospitalization in Different Areas 


The Ohio Plan 


SPECIAL committee of the Ohio Hospital Association appointed to 
guide the member hospitals on matters of group hospitalization 
has drawn up a set of fundamental principles to be observed in 

developing group hospitalization plans. These principles are influenced 
in part by the peculiar problems of the state of Ohio, particularly legisla- 
tion which authorizes the formation of associations for the periodic pay- 
ment plan for hospital care. 

Although the recommendations were drawn for the information and 
guidance of the Ohio hospitals, they contain certain general principles which 
will be of interest to other groups. 

Group hospitalization plans are being considered at the present time in 
Cleveland, Sandusky, Toledo, Salem, Piqua, Sidney, as well as several 
other cities. It is hoped that the sale of contracts in Cleveland will actually 
be begun early in 1934. 

The recommendations briefly summarized are as follows: 

I. General 

1. The plan should not alter present existing relationships of physi- 
cian, hospital, patient. 
The plan should be introduced and operated as a public service, 
and not with a view to profit either to the hospitals or the pro- 
moters. It should be promoted in a dignified manner with all 


no 


hospitals participating. 

3. All hospitals that are members of the Ohio Hospital Association 
should be invited to participate, and a non-profit agency with a 
board of trustees of representative citizens should be incorporated 
to represent participating hospitals, and to make the plan effective. 

Il. Subscriber's Contract should provide that: 

1. The benefits should include not more than 21 days of service, 
including board and bed, general nursing service, technical x-ray 
service, operating room service, anesthesia, routine laboratory 
service, ordinary drugs, and dressings. It shall not include hos- 
pitalization of contagious, mental, maternity or industrial cases, 
nor ambulatory service. 

2. The subscriber be identified by signature and for forfeiture of 
the contract if attempt is made to transfer its privileges. 
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3. The contract should be renewable by payment of premium at the 
existing rates jor new period. 
III. Subscriber's Rate and Hospital Reimbursement 


It is of the utmost importance that the plan be actuarially sound. 
The committee has studied all actuarial data available and recom- 
mends that until such a time as more actuarial data are available 
in individual communities, the annual charge for semi-private 
service be $9, and the annual charge for ward service be $7.20, 
hospitals to be reimbursed at the rate of $6 per day for semi- 
private service and $4.50 per day for ward service. 
IV. Inter-Hospital Agency Contract should provide for: 
1. Appointment of the agency as exclusive agent. 
2. Contracting by the agency with groups of ten or more, provided, 
however, that 
a. All subscribers must be residents of the county where the 
hospital is located ; 
b. Groups of 20 or less, all must be contracted with; 
c. Groups of 21 or more, 60% must be contracted with. 
3. A system of accounting by hospital and agency. 


Establishment of reserve by the agency. 


no 


Disposition of agency surplus and deficit. 


ON 


». Admission of additional hospitals and withdrawal of participating 
hospitals. 
7. Amendments to and termination of agency contract. 
Group Hospitalization Committee 
Ohio Hospital Association 
J. R. MANNix, Chairman 
A. E. HARDGROVE 
Guy J. Clark 


* *K ok * 


Group hospitalization projects in nineteen different states were described 
by Dr. C. Rufus Rorem, of Chicago, in a report to the Council on Com- 
munity Relations and Administrative Practice of the American Hospital 
Association. The Council, of which Dr. S. S. Goldwater is chairman, 
held its regular quarterly meeting at The Mount Sinai Hospital, New York 
City, December 16 and 17, 1933. Established city-wide plans sponsored on 
a non-profit basis continue to increase their membership. 

The states in which group hospitalization plans are operating include: 
Arkansas, California, Colorado, Idaho, Illinois, lowa, Kansas, Kentucky, 
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Louisiana, Minnesota, Missouri, North Carolina, Ohio, Oregon, Tennessee, 
Texas, Vermont, Washington, West Virginia. 

New plans organized along the lines advocated by the American Hos- 
pital Association have recently been established in St. Paul, Minnesota, 
Raleigh, North Carolina, and New Orleans, Louisiana. In Akron, Ohio, 
the employees of the Goodyear Tire and Rubber Company have more than 
15,000 subscribers enrolled. In Louisville and Cleveland special commit- 
tees of the local hospital councils have been appointed to codperate with 
local civic and professional groups in inaugurating hospital care associa- 
tions. 

There is a trend in group hospitalization toward including the family 
members of employees, also self-employed individuals, among the bene- 
ficiaries. In Seattle, Tacoma, and Portland, county medical societies have 
assumed full responsibility for group hospitalization by including hospital 
services along with the professional services of participating practitioners. 

The members of the Council on Community Relations and Administra- 
tive Practice through their chairman, Dr. S. S. Goldwater, and Dr. Nathan- 
iel W. Faxon of Rochester, president of the American Hospital Associa- 
tion, reaffirmed their approval of group hospitalization as a method of 
placing hospital care in the family budget along with other necessities. 
In the opinion of the Council it is of prime importance that emphasis be 
placed upon the public benefits from group payment for hospital service. 

With regard to the “insurance” phase of group hospitalization which has 
attracted so much attention, particularly among the medical profession, 
Dr. Rorem said: “In those states where group payment plans for hospital 
care are classified as insurance, group hospitalization sponsors should ex- 
amine the legal provisions in order that existing regulations may be com- 
plied with or more appropriate legislation suggested. In states where 
insurance laws do not apply, local hospital groups should insist on high 
standards of professional ethics and freedom from commercialism. Group 
hospitalization should be regulated by appropriate action, but these regula- 
tions should enable rather than hinder budgeting of the unpredictable and 
uneven costs of hospitalized illnesses. The important point is not whether 
group hospitalization is ‘insurance,’ but whether group hospitalization is 
a good thing for taxpayers, hospitals, and a high standard of service.” 


—_— ——— 
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A Business Directory for 1934 


The American Hospital Association takes a great deal of pleasure in 
presenting this directory of manufacturers and commercial firms enjoying 
the patronage of the hospital field. This list has been carefully selected 
and contains the names and addresses of firms which, for many years 
past, have served the hospital field. Their business relationships have 
always been maintained on the highest plane. The quality of their mer- 
chandise has been equal or superior to the merchandise of the best of their 
competitors. They are the leading manufacturers and dealers in hospital 
equipment and supplies in the United States. 

Further, these firms have shown their interest in and friendship for 
hospitals repeatedly. They have extended to the American Hospital Asso- 
ciation as well as to the entire hospital field their moral and material 
support. In recommending these firms to the consideration and patronage 
of hospitals, the American Hospital Association feels that it is making a 
distinct contribution to better business relationships between our, institu- 
tions and the manufacturers and business people from whom the hospitals 
purchase their supplies. 

It is the finest possible commentary on the business methods of these 
firms that for the past five years there has not reached this office a single 
complaint on the part of any institution concerning any one of them. 
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ACME COTTON PRODUCTS 
CO., INC. 
Absorbent Cotton, Gauze, and 
Surgical Dressings 


245 Fifth Avenue New York City 





E. E. ALLEY CO., INC. 


Complete Line of Name Woven Bed 
Spreads, Blankets, and Towels 


39 White Street New York City 


THE AMERICAN JOURNAL 
OF NURSING 


esi, 


450 Seventh Avenue, New York City 





AMERICAN LAUNDRY 
MACHINERY COMPANY 


Complete Line of Laundry 
Machinery and Equipment 


Norwood Station Cincinnati, Ohio 





ALTRO WORK SHOPS, INC. 


All Types of Hospital Garments 


1021 Jennings Street, New York City 


AMERICAN STERILIZER 
COMPANY 
The “American”? Kny-Scheerer Ob- 
stetrical Operating Table and 
Delivery Bed—Complete Steril- 
izing Equipment 


Erie, Penna. 








ALUMINUM COMPANY 
OF AMERICA 


Alcoa Aluminum Chairs 


2400 Oliver Building, Pittsburgh, Pa. 


AMERICAN SURGICAL 
LAMP COMPANY 


Operating Room Lamps 


779 N. Water St. Milwaukee, Wis. 





ALUMINUM COOKING 
UTENSIL COMPANY 


“Wear-Ever” Aluminum 
Cooking Utensils 


New Kensington, Pa. 





AMERICAN DISTRICT 
TELEGRAPH COMPANY 


Fire Detection and Control 
Apparatus 


155 Sixth Avenue New York City 


ANGELICA JACKET 
COMPANY 
Nurses’ Uniforms, Capes, and a 
Complete Line of Hospital 
Garments 


1419 Olive Street St. Louis, Mo. 





APPLEGATE CHEMICAL 
COMPANY 


Indelible Inks and Markers for 
Marking Hospital Linens 


5632 Harper Avenue Chicago, IIl. 





AMERICAN HOSPITAL 
SUPPLY COMPANY 


“Oxygenaire” 
Dealers in All Hospital Supplies 


15 N. Jefferson St. 108 E. Sixth St. 
Chicago, IIl. Pittsburgh, Pa. 





AZNOE’S CENTRAL 
REGISTRY 


Registry for Hospital Administrators, 
Physicians and Nurses 


30 N. Michigan Avenue, Chicago, III. 
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H. W. BAKER LINEN 
COMPANY 


Complete Line of Hospital Linens 


315 Church Street New York, N. Y. 


BARCALO MANUFACTURING | 


COMPANY 


Metal Hospital and Institutional Beds, 
Mattresses, Springs, Pillows, and 
Metal Furniture 


225 Louisiana St. Buffalo, N. Y. 


BARD-PARKER CO., INC. 





Surgical Knives — Detachable Blades 





Danbury, Conn. 





THE BASSICK COMPANY 


Full Line of Institutional Casters 


Bridgeport, Conn. 





THE BECK DUPLICATOR CO. 


“The Speedograph” Duplicating 
Machine 


18 W. 18th Street New York City 


| 325 W. Huron Street 


Absorbent Cotton, 


G. S. BLAKESLEE 
& COMPANY 


Food Mixing Machines 
Dishwashers 


1900 S. 52nd Avenue’ Chicago, IIl. 





BURROUGHS ADDING 
MACHINE CoO. 
Adding, Bookkeeping, Billing, 
Calculating, and Cash Machines 
Chairs and Typewriters 


6595 Second Blvd. Detroit, Mich. 





THE BURROWS COMPANY 


A Full Line of Hospital Supplies 


Chicago, IIl. 





CAROLINA ABSORBENT 
COTTON CO. 


Gauze, Surgical 
Dressings, Blankets, and a Complete 
Line of Hospital Linens 


P. O. Box 596 Charlotte, N. Car. 


J. & J. CASH, Inc. 


Woven Names and Initial Linen 
Marking Letters — Bath Towels, 
Gloves and Wash Cloths 


220 South Chestnut Street 
South Norwalk, Conn. 








BECTON, DICKINSON & CO. 
B-D Hospital Thermometers, Syringes, 


Needles, and Hospital Specialties 


Rutherford, N. J. 


THE BI SO DOL COMPANY, 
INC. 


“BiSoDol” the Antacid Digestant 





130 Bristol Street, New Haven, Conn. 


S. J. CASPER CO., INC. 


Hotel and Restaurant Equipment 
and Utensils 


845 Plankinton Ave., Milwaukee, Wis. 





WILMOT CASTLE COMPANY 


“Castle” Sterilizers 


1255 University Ave., Rochester, N.Y. 
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CELOTEX COMPANY 


Acousti-Celotex Sound Absorbing 
Materials 


919 N. Michigan Ave. 


Chicago, IIl. 


WARREN E. COLLINS, INC. 


Drinker Respirators — Roth-Barach 
Oxygen Tent, Metabolism Apparatus 


555 Huntington Ave. Boston, Mass. 





CHAMBERLIN METAL 
WEATHER STRIP CO. 


Metal Weather Stripping 


1644 Lafay’te BI. 


Detroit Milwaukee 


513 E. Mason St. 





CHAMPION DISH WASHING 
MACHINE CO. 


Dishwashing Machines 


311 State Street 


Erie, Pa. 





THE COLSON COMPANY 


Full Line of Wheel Stretchers, Chairs, 
Trucks, Casters, Wheels, Canvas 
Baskets, Food Conveyors 
Elyria, Ohio 





COLT’S PATENT FIRE 
ARMS MFG. CO. 


Autosan Dish and Silver Cleaning 
Machines 


Hartford, Conn. 





THE CHENEY CHEMICAL 
COMPANY 


Oxygen Tents 
Anesthetic Gases and Equipment 


Cleveland, Ohio 


Toronto, Can. 





CLARK LINEN COMPANY 
Full Line of Bedding 


Blankets and Linens 


307 W. Monroe St. Chicago, Ill. 


CLIMAX RUBBER COMPANY 


Healthgard Antiseptic and Anti-acid 
Hospital Sheeting 








1350 Broadway New York City 


CONTINENTAL CAR-NA-VAR 
CORPORATION 


Car-Na-Var Floor Treatment 
Compounds 


Brazil, Ind. 


CONNECTICUT TELEPHONE 
& ELECTRIC CORP. 


Signal Systems and Interior 
Telephones 


Meriden, Conn. 


CRANE COMPANY 





Hospital Plumbing Fixtures 


836 S. Michigan Ave. Chicago, IIl. 





COLGATE PALMOLIVE PEET 
COMPANY 


Palmolive Soap 


Palmolive Bldg. Chicago, IIl. 





DAVIES & SULLIVAN 
COMPANY 


Coffee — Tea 


149 Front St. New York City 
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F. A. DAVIS COMPANY 


Publishers of Medical and 
Nursing Books 


1914 Cherry St. 





R. B. DAVIS COMPANY 
Cocomalt 


Hoboken, N. J. 





DAVIS & GECK, INC. 


D & G Sutures 


Philadelphia, Pa. | 


DETROIT STEEL PRODUCTS 
COMPANY 


Steel Windows and Equipment 


2250 E. Grand Blvd. Detroit, Mich. 


ARCHIBALD W. DIACK 


Sterilizer Controls 


5533 Woodward Ave., Detroit, Mich. 





| DICTOGRAPH PRODUCTS CO., 
INC. 


211-221 Duffield St., Brooklyn, N. Y. | 


J. A. DEKNATEL & SON, INC. 
The Nursery Name Necklace 
Morgenthaler Bed (Incubator) 
Suture and Ligature Materials 

96-20 222nd Street 
Queens Village, L. I., N. Y. 





DENOYER-GEPPERT CO. 


Anatomical Models — Charts 
Skeletons — Slides 


5235 Ravenswood Ave., Chicago, IIl. 


DePUY MANUFACTURING 
COMPANY 
Overhead Extension Frame 


Extension Leg _ Splints 
Fracture Appliances 


Warsaw, Indiana 


Signal Phone Systems 
Soft-tone Loud Speaking 
Bedside Telephones 


580 Fifth Avenue New York City 





HENRY A. DIX & SONS 
CORPORATION 


Nurses’ Uniforms 


141 Madison Avenue New York City 





THE DRY: MILK COMPANY 


“Dryco”—Infant Diet Material 


205 E. 42nd Street New York City 





DOEHLER FURNITURE CO., 
INC. 


Metal Furniture 


386 Fourth Avenue New York City 





DETROIT-MICHIGAN STOVE 
COMPANY 
Garland Heavy Duty Ranges 
and Broilers 


6900 Jefferson Ave., East 
Detroit, Mich. 





H, D. DOUGHERTY & 
COMPANY 


Complete Line of 
Beds and Steel Furniture 


17th Street and Indiana Avenue 
Philadelphia, Pa. 
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THE DURIRON CO., INC. 


Acid-Proof Drainage and Ventilating 
Equipment 


P. O. Box 1019 Dayton, Ohio 


EASTMAN KODAK COMPANY 
X-Ray Supplies 
Motion Picture Supplies 
and Equipment 
New York 


Rochester, 


THE FENGEL CORPORATION 


Dealers in Hospital, Surgical, 


and Laboratory Supplies 


239 Fourth Ave. New York City 


JOHN W. FILLMAN 
COMPANY 


Hospital Linens, Blankets and Gowns 


1020 Filbert St. Philadelphia, Pa. 





EDISON GENERAL ELECTRIC 
APPLIANCE CO. 


Electric Cooking Equipment 


5662 W. Taylor St. Chicago, Ill. 





EISELE & COMPANY 


Clinical Thermometers 


Hypodermic Needles and Syringes 


400 First Ave., N. Nashville, Tenn. 





J. H. EMERSON 


Emerson Diaphragm Respirators 
Portable Oxygen Tents 
Scientific Research Apparatus 


15 Brattle St. Boston, Mass. 





FAICHNEY INSTRUMENT 
CORPORATION 


Clinical Thermometers 
Surgical Instruments 
Hypodermic Needles and Syringes 


Watertown, N. Y. 


FINNELL SYSTEM, INC. 
Finnell Noiseless Floor Machines 


Elkhart, Indiana 





THE J. B. FORD COMPANY 


“Wyandotte” Cleaners and Cleansers 


Wyandotte, Mich. 





THE FOREGGER CO., INC. 
Anesthesia Apparatus 


Oxygen Therapy and Resuscitation 
Apparatus 


47 W. 42nd St. New York City 





GENERAL ELECTRIC X-RAY 
CORPORATION 


X-Ray and Physiotherapy Equipment 
Hawley-Scanlan Fracture Table 
Hawley Fracture Bed 


2012 W. Jackson Blvd., Chicago, III. 





FAULTLESS CASTER 
COMPANY 


A Full Line of Wheels and Casters 


Evansville, Indiana 





GENERAL FOODS 
CORPORATION 


“Post’s”” Food Products 


250 Park Avenue New York City 
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GERBER PRODUCTS 
DIVISION 
FREMONT CANNING CO. 


Gerber’s Cereal and Strained 
Vegetables 


Fremont, Mich. 





THE GERSON-STEWART 
CORPORATION 


Soaps and Floor Maintenance 
Supplies 
Buckeye and Lisbon Roads 


Cleveland, Ohio 


THE JUNKET FOLKS 


Junket Tablets, Powders, and Colors 


Little Falls, N. Y. 





HARD MANUFACTURING 
COMPANY 


Steel Furniture 


117 Tonawanda St. Buffalo, N. Y. 





GLASCO PRODUCTS 
COMPANY 


Complete Line of Laboratory Glass- | 


ware for the Health and Testing 
Laboratory 


323 W. Polk St. 
GREENPOINT METALLIC 
BED COMPANY 
Steel Furniture 


Steel Feather Weight Chairs 
Fracture Beds 


226 Franklin St. 


Brooklyn, N. Y. 


Chicago, IIl. | 


HEIDBRINK COMPANY 


Anesthesia Apparatus 
Oxygen Therapy Equipment 


2633 Fourth Avenue, South 
Minneapolis, Minn. 





HILKER & BLETSCH 
COMPANY 


Dry Beverages and Gelatine Desserts 


19 E. Pearl St. Cincinnati, Ohio 








FRANK A. HALL & SON 


Steel Hospital Beds 


118 Baxter St. New York City 


THE HILL-ROM COMPANY 


Hospital Wood Furniture 


Batesville, Ind. 





HANKINS RUBBER 
COMPANY 


Rubber Gloves 


Massillon, Ohio 





HILLYARD CHEMICAL 
COMPANY 
Shine-All and Helco Soaps and 
Floor Maintenance Supplies 


St. Joseph, Mo. 





HANOVIA CHEMICAL & 
MANUFACTURING CO. 


Infra-Red and Alpine Sun Lamps 


Newark, N. J. 





HOBART MANUFACTURING 
COMPANY 


Hobart Food Preparing and Serving 
Machines 


Dishwashing Machines 
48-68 Penn Ave. Troy, Ohio 
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HOFFMANN-LA ROCHE, INC. 


Fine Chemicals, Pharmaceuticals 


and Alkaloids 


Nutley, N. J. 


HUNTINGTON 
LABORATORIES, INC. 


Floor Maintenance Supplies 
Germa-Medica Surgical Soap 
Baby-San Baby Soap 
Soap Dispensers 


Huntington, Indiana 





THE HOLTZER-CABOT 
ELECTRIC CO. 


Hospital Signal Systems 


125 Amory St. Boston, Mass. 


HORLICK’S MALTED MILK 
CORPORATION 


Horlick’s Malted Milk and 
Malted Milk Tablets 





Racine, Wis. 


INTERNATIONAL BUSINESS 
MACHINES CORP. 


Tabulating Machines, Time Recording 
Devices, Signal Systems, and Scales 


270 Broadway New York City 





INTERNATIONAL NICKEL 
CO., INC. 


Monel Metal Products 


67 Wall Street New York City 





HOSPITAL IMPORT 
CORPORATION 


Dealers in Hospital, Surgical, and 
Laboratory Supplies and Accessories 


New York, N. Y. 


72 Madison Ave. 





HOSPITAL MANAGEMENT 


537 S. Dearborn St. Chicago, IIl. 


JAMISON SEMPLE COMPANY 


Hospital and Surgical Supplies 
and Equipment 


419 Fourth Avenue New York City 





JARVIS & JARVIS, INC. 


Hospital Service Wagons 
Complete Line of Wheels and Casters 


Palmer, Mass. 





HOSPITAL STANDARD 
PUBLISHING CO. 


Hospital Record Charts and Systems 


40-42 S. Paca St. Baltimore, Md. 


HOSPITAL TOPICS AND 
BUYER 


43 E. Ohio St. Chicago, IIl. 





JOHNS-MANVILLE 
CORPORATION 


Acoustical Correction Materials 


Asbestile — Asbestos Wood 
292 Madison Ave., New York, N. Y. 





MEAD JOHNSON & COMPANY 


Infant Diet Materials 
Mead’s Dextri-Maltose, Cod Liver Oil, 
Viosterol, Cereal, Milk, Etc. 


Evansville, Indiana 
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JOHNSON & JOHNSON, INC. | 


Ligatures and Sutures | 
Absorbent Cotton, Gauze, and | 
Surgical Dressings | 

| 


New Brunswick, N. J. 





H. L. JUDD CO., INC. 
Day’s Cubicle Curtain Equipment 


87 Chambers St. New York City 


CHARLES KARR COMPANY 
“Spring-Air” Mattresses 


Holland, Michigan 


HENRY L. KAUFMANN | 
& COMPANY | 


“No-Rinkle”’ Rubber Sheeting 
Hospital Supplies and Specialties 


680 Beacon St. 


Boston, Mass. 


THE KELLEY-KOETT 
MANUFACTURING CO., INC. 


X-Ray Apparatus 





Covington, Ky. | 


KELLOGG COMPANY 


Kaffee Hag 
Kellogg’s Cereals 


Battle Creek, Mich. 


THE KENT CO., INC. 


Floor Polishing and Scrubbing 


Machines 





Rome, N. Y. | 


KENWOOD MILLS 
Blankets, Robes, and Rugs 


Albany, N. Y. 


A. L. KIEFER & COMPANY 


Complete Line of Food Service 
Equipment 





2202 Clybourn St. Milwaukee, Wis. 


KILIAN MANUFACTURING 
CORPORATION 


Complete Line of Wheels and Casters 





107 N. Franklin St. Syracuse, N. Y. 


F. & F. KOENIGKRAMER 


The Reliance Spinal Anaesthesia 
Wheeled Stretcher 





1914 Western Ave., Cincinnati, Ohio 





THE LAKESIDE 
LABORATORIES, INC. 


Pharmaceutical and Biological 
Preparations 


1823 E. Windsor PI., Milwaukee, Wis. 


SAMUEL LEWIS CO., INC. 


A Complete Line of Sanitary 
Specialties and Cleaning 
Materials 


73 Barclay St. New York, N. Y. 





| LEWIS MANUFACTURING CO. 


Absorbent Cotton, Gauze, and 
Surgical Dressings—Curity Sutures 


Walpole, Mass. 
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LIBBEY GLASS 
MANUFACTURING CO. 


Safedge Table and Tray Beverage 
Glassware 


Toledo, Ohio 





THE LINDE AIR PRODUCTS 
COMPANY 


Oxygen 


205 E. 42nd St. New York City 





J. B. LIPPINCOTT COMPANY 
Medical and Nursing Books 
and Charts 


227 S. Sixth St. Philadelphia, Pa. 





LYONS SANITARY URN CO., 
INC. 
Beverage Dispensing Urns 


460 W. 35th St. New York, N. Y. 





McKESSON APPLIANCE 
COMPANY 
McKesson Anesthetic Appliances 


Oxygen Therapy Equipment 
Metabolar Apparatus 


2226 Ashland Ave. Toledo, Ohio 





THE MACMILLAN COMPANY 


Medical and Nursing Books 


60 Fifth Avenue New York City 





MacGREGOR INSTRUMENT 
COMPANY 


Surgical Instruments 
Breast Pumps 


Box 34 Needham, Mass. 


MALLINCKRODT CHEMICAL 
COMPANY 


Anesthetics — Chemicals 


3600 N. Second St. St. Louis, Mo. 





MARVIN-NEITZEL 
CORPORATION 


Nurses’ Uniforms and Hospital 
Garments 


Troy, N. Y. 





THE MASSILLON RUBBER 
COMPANY 


Seamless Rubber Goods 


Massillon, Ohio 





WALTER H. MAYER & 
COMPANY 


Hospital Linens 


325 W. Monroe St. Chicago, Ill. 


THE MEDICAL BUREAU 


Placement Service Covering 
Every Hospital Department 





55 E. Washington Chicago, IIl. 





MEINECKE & COMPANY 


Thermometers 
Rubber Goods — Enameled Ware 
Surgical Supplies 


225 Varick St. New York, N. Y. 








MERCK & CO., INC. 
Chemicals — Anesthetics 


45 Park Place New York City 
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MIDDLEWEST INSTRUMENT 
COMPANY 


Basal Metabolism Apparatus 


1870 Ogden Ave. Chicago, Ill. 





MIDLAND CHEMICAL 
LABORATORIES, INC. 


Liquid Soaps, Germicides, Deodorants, 
leansers 


Dubuque, Iowa 





MILLER RUBBER PRODUCTS 
CO., INC. 
Surgical Rubber Goods 


Akron, Ohio 





THE MODERN HOSPITAL 


Palmolive Bldg. Chicago, IIl. 





MORRIS SUPPLY COMPANY 


Hospital and Surgical Supplies 


55 Vesey St. New York, N. Y. 





V. MUELLER AND COMPANY 


Incubators 
Surgical Instruments 


1835 W. Van Buren St., Chicago, IIl. 





NASHUA MANUFACTURING 
COMPANY 
“Indian Head” Materials—“‘Nashua”. 
Blankets — “Dwight Anchor” Sheets 
and Pillow Cases 


40 Worth St. New York City 





NATIONAL CARBON CO., INC. 


Therapeutic Arc Carbons 
Cleveland, Ohio 





NATIONAL LEAD CO. 
Lead Paint 


111 Broadway New York, N. Y. 





NESTEL PRODUCTS CO., INC. 
Textiles — Hospital Uniforms 


487 Broadway New York, N. Y. 





THE NEW YORK MEDICAL 
EXCHANGE 


Placement Service for 
Physicians, Nurses, Administrators 


489 Fifth Avenue New York City 





THE NORVIC COMPANY 


“Vic” Cotton Elastic Bandages 
Gowns — Gas Sterilizers 


99 Chauncey St. Boston, Mass. 





NURSE PLACEMENT 
SERVICE 


Placement Bureau for Nurses 
in the Midwest States 


8 S. Michigan Ave. Chicago, Ill. 





OHIO CHEMICAL & 
MANUFACTURING CO. 
“Ohio” Ethylene 
Oxygen Therapy Equipment 


1177 Marquette St., N. E. 
Cleveland, Ohio 





ONONDAGA POTTERY CO. 


Syracuse China 


Syracuse, N. Y. 
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PARKE, DAVIS & COMPANY 
Bay Surgical Dressings 
Drugs — Chemicals 


Foot of McDougall Ave., 
Detroit, Mich. 





PEEK A BOO LAMP SHADE 
COMPANY 
Lamp Shades 
3812 N. Bartlett Ave. 
Milwaukee, Wis. 


THE PERMUTIT COMPANY 


Water Softening and Filtering 
Equipment 





440 Fourth Ave. New York City 


PETROLAGAR 
LABORATORIES, INC. 


“Petrolagar” 
(Emulsion of Mineral and Agar-Agar ) 


8134 McCormick Blvd., Chicago, IIl. 





PHYSICIANS & HOSPITALS 
SUPPLY CO. 


Dealers in Hospital Supplies 
and Equipment 


412 S. Sixth St. 


Minneapolis, Minn. 





PHYSICIANS’ RECORD CO. 


Hospital Records and Filling Devices 
Publicity Material 


161 W. Harrison St. Chicago, IIl. 





COMPANY 


Thermostatic Water Mixing Valves 
Heat Controls 


2720 Greenview Ave. 





POWERS REGULATOR | 


Chicago, Ill. | 779 N. Water St. 


THE PROCTER & GAMBLE 
COMPANY 


Ivory Soap 


Sixth and Main Sts., Cincinnati, Ohio 





THE PROMETHEUS 
ELECTRIC CORP. 
Sterilizers — Operating Lights 
Food Conveyors — Physiotherapy 
Equipment 


401 W. 13th St. New York City 





PURITAN COMPRESSED GAS 
CORPORATION 


Anesthetics — Oxygen 
Anesthesia Apparatus 
Oxygen Therapy Apparatus 


2012 Grand Ave. 


Kansas City, Mo. 


REMINGTON RAND, INC. 


Visible Card Index Systems 
Typewriters — Office Equipment 


465 Washington St. Buffalo, N. Y. 


REPUBLIC STEEL 
CORPORATION 
Enduro Stainless Steel 
Massillon, Ohio 


ROLSCREEN COMPANY 
Metal Rolling Window Screens 


Pella, lowa 


WILL ROSS, INC. 


Complete Line of Hospital and 
Surgical Supplies and Equipment 
Gowns — Operating Lamps 


Milwaukee, Wis. 
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ROYAL EASY CHAIR 
COMPANY 


Convalescent Reclining Chairs 


Sturgis, Michigan 


AD. SEIDEL & SONS 


Dry Beverages and Gelatine Desserts 


1245 Garfield Ave. Chicago, IIl. 





SANYMETAL PRODUCTS 
COMPANY 


Steel and Glass Hospital 
Cubical Partitions 


1705 Urbana Road Cleveland, Ohio 





W. B. SAUNDERS COMPANY | 
Medical and Nursing Books 


West Washington Sq. Philadelphia 





SAVORY, INCORPORATED | 


Toasters and Broilers 


591 Ferry St. Newark, N. J. 





SCANLAN-MORRIS 
COMPANY 
Complete Operating Room Equipment 
(“Operay” Lights, Scanlan-Balfour 
Tables, and Sterilizing Equipment) 
Fracture Beds and X-Ray Tables 


Madison, Wis. 





F. 0. SCHOEDINGER 


| 
“Ohio” Pedestal Operating Table | 
Ziegler-Kemperman Separable | 


Delivery Table 
Spinal Anesthesia Wheeled Stretcher 


322 Mt. Vernon Ave., Columbus, Ohio 








SCIALYTIC CORPORATION | 
OF AMERICA | 


Shadowless Operating Lights | 





810 Atlantic Bldg., Philadelphia, Pa. 


JOHN SEXTON & COMPANY 


“Edelweiss’”’ Food Products 


P. O. Box JS Chicago, IIl. 





SHARP & SMITH COMPANY 


Hospital and Surgical Supplies 
and Equipment 
Including Surgical Instruments 


65 E. Lake St. Chicago, Ill. 


SHENANGO POTTERY 
COMPANY 





Chinaware 


New Castle, Pa. 





JR. SIEBRANDT 
MANUFACTURING CO. 


Pivot Leg Splint ° 
Full Line of Fracture Appliances 


3239 Troost Ave. Kansas City, Mo. 





THE SIMMONS COMPANY 


Complete Line of Steel Beds and 
Furniture—Mattresses and Pillows 


222 N. Bank St. Chicago, IIl. 





SINGER SEWING MACHINE 
COMPANY 


Sewing Machines — Vacuum Cleaners 


Singer Bldg. New York City 
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J. SKLAR MANUFACTURING 
COMPANY 


Surgical Instruments 
Anesthesia Apparatus 


133 Floyd St. Brooklyn, N. Y. 


STANDARD SANITARY 
MANUFACTURING CO. 


Hospital Plumbing Fixtures 


P. O. Box 1226 





SNOW-WHITE GARMENT 
MFG. CO. 


Hospital Garments and Uniforms 


946 N. 27th St. Milwaukee, Wis. 





C. M. SORENSEN COMPANY 


Heavy Duty Ether and Suction 
Apparatus 


444 Jackson Avenue 
Long Island City, N. Y. 





E. R. SQUIBB & SONS 


Pharmaceuticals and Fine Chemicals 
Anesthetics 


745 Fifth Ave. New York City 


FREDERICK STEARNS AND 


COMPANY 


Pharmaceuticals 


6533 E. Jefferson Ave., Detroit, Mich. 





STEDMAN RUBBER 
FLOORING COMPANY 


Reinforced Rubber Flooring, 
Wainscoting, Bed Bumpers, 
Desk Tops, Etc. 


South Braintree, Mass. 





STICKLEY BROS. CO. 


Hospital Wood Furniture 


Grand Rapids, Mich. 





STANDARD APPAREL 
COMPANY 


Complete Line of Nurses’ 
Outer Apparel 


5604 Cedar Ave. Cleveland, Ohio 


THE SWARTZBAUGH 
MANUFACTURING CO. 
Ideal Food Conveyors 


Everhot Electric Cookers 
Conservo Steam Cookers 


Toledo, Ohio 





STANDARD ELECTRIC TIME 
COMPANY 
Electric Clock Systems 
Signal Systems 


89 Logan St. Springfield, Mass. 


THORNER BROTHERS 
Complete Line of Surgical 
Instruments — Thermometers, 
Hypodermic Needles and Syringes 
Thorner Silver Service 


135 Fifth Avenue New York City 





STANDARD GAS EQUIPMENT 
CORPORATION 


Vulcan Gas Ranges, Broilers, 
Toasters, and Bake Ovens 


18-20 E. 41st St. New York, N. Y. 





THE TRAINED NURSE AND 
HOSPITAL REVIEW 


468 Fourth Avenue New York City 


Pittsburgh, Pa. 
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KXC-5 | 


High Power Radiography 


A Condenser Discharge 
Apparatus, Permitting 
a Wide Range of 
Exposure Time Values 


WO years ago we announced the 

KX-1 Kenotron X-Ray Unit, capable 
of producing radiographs with 1000 ma., 
85 kv.p., in 1/120th second. The KX-1 is 
even today the most flexible high power 
x-ray unit ever designed, covering the 
entire diagnostic field. 

But due to the fact that the KX-1 
requires a power supply not ordinarily 
available, many prospective users have 
been obliged to forego its advantages. 
It is for these users that the KXC-5 
Apparatus has been designed, to renew 
their interest in the possibilities of high 
speed radiography. 

Specifically, the KXC-5 is a combi- 
nation of two units; the KX-5 Kenotron 
X-Ray Unit with a radiographic rating 
of 500 ma. at 85 kv.p., and a condenser 
discharge unit. When the KX-5 unit is 
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used in combination with this con- 
denser unit, greatly increased energy 
and radiographic speed are made pos- 
sible, even with a relatively small power 
supply. Adult chest and gastro-intestinal 
radiographs, for instance, are made with 
exposures averaging 1/80th second — 
sufficiently fast to arrest motion. Even 
the heaviest lateral chest, at 84 inch dis- 
tance, may be successfully radiographed 
in 1/30th second; infant chests in 
1/140th second. 

The KX-5 Unit may be operated in- 
dependently of the condenser discharge 
unit, for routine radiography and ther- 
apy. In fact, it would prove a most 
practical investment to install the KX-5 
at this time, with the idea of adding the 
condenser discharge unit later, without 
complicating the installation whatsoever. 


GENERAL ELECTRIC @Q) X-RAY CORPORATION 


2012 Jackson Bivd. 


Formerly Victor X-Ray Corporation 


Chicago, Illinois 




















TROY LAUNDRY 

MACHINERY CO., INC. 

Tumblers, Washers, Dryers, 
Troners, Finishers 


Factory: East Moline, III. 





UNITED STATES HOFFMAN 
MACHINERY CORP. 


Garment Pressing Machinery 
Washers, Extractors, Tumblers 


Exec. Offices 
New York City 


Factory 
Syracuse, N. Y. 





UTICA AND MOHAWK 
COTTON MILLS, INC. 


Utica and Mohawk 
Sheets and Pillow Cases 


Utica, N. Y. 


WESTINGHOUSE ELECTRIC 
& MANUFACTURING CO. 


Electrical Cooking Equipment 


East Pittsburgh, Pa. 





WESTINGHOUSE X-RAY CO., 
INC. 


X-Ray Apparatus 
Wheel Stretcher Equipment 


Long Island City, N. Y. 





C. D. WILLIAMS & COMPANY 


Garments for Nurses, Physicians, 
Interns, Patients, Staff 


246 S. Eleventh St., Philadelphia, Pa. 





VESTAL CHEMICAL 
LABORATORIES, INC. 


Surgical Soaps, Antiseptics, Dis- 
infectants, Floor Cleaners, Etc. 


4963 Manchester Ave., St. Louis, Mo. 





WALL CHEMICALS, INC. 


Oxygen and Anesthetic Gases 


1059 W. Grand Blvd., Detroit, Mich. 


WILLIAMS PIVOT SASH CO. 


Reversible Window Equipment 


1827 E. 37th St. Cleveland, Ohio 





WILSON RUBBER COMPANY 
Rubber Gloves and Rubber Products 


Canton, Ohio 





WANDER COMPANY 
Ovaltine—The Swiss Food Drink 


180 N. Michigan Ave. Chicago, IIl. 





CARL ZEISS, INC. 


Operating Lights 
Optical Instruments—Microscopes 


485 Fifth Ave. New York City 





WESTERN HOSPITAL 
REVIEW 


130 S. Broadway, Los Angeles, Calif. 











ZIMMER MANUFACTCURING 
COMPANY 


Splints and Fracture Appliances 


Warsaw, Indiana 
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AMERICAN 


STERILIZERS 


=,..BEDPAN WASHERS 


.. DISINFECTORS 
.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER 


.. SURGICAL OPERATING TABLES 
.. OBSTETRICAL TABLES 

.. HAWLEY FRACTURE TABLES 
..MARTLAND AUTOPSY TABLES 














All manufactured to the same exacting requirements which 
have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 


HOME OFFICE..... ERIE, PA. 
New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 
CANADA ... Messrs. Ingram & Bell, Ltd., Montreal, Toronto, Winnipeg, Calgary 
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APPLICATIONS FOR INSTITUTIONAL 
MEMBERSHIP 


August 25 to December 27, 1933 


California 
Alameda Sanatorium on South Shore...............64 Alameda 
ee ere eee ee re Culver City 
Colorado 
Potter Sanitarium aad Hospital........0. <0 veces eevee Denver 
Kansas 
PN TNE iv os BNE RORRERGS RR KA hee EN REE Horton 
Massachusetts 
SSE Se ee ee ee ToT eT ere e reer e Boston 
eS re ee eer Pittsfield 
Michigan 
PMV SOON 5s inee bins 8 ew Pads weed a Seas Detroit 
Minnesota 
IN: DOOM ini at won Sascha snes eee Owe Crookston 
Northern Pacific Beneficial Association Hospital........St. Paul 
Missouri 
Oe. SUN 6 TAG doe in cen eusagsevevovercat Kansas City 
og Ee ee ree ere re eer Kansas City 
Nebraska 
PN SEND once carececken hianewseaurnrdae Renae Auburn 
POI PU: io KMiWieric Kao eet sewers een eses Omaha 
New York 
Wyckoff Heights Hospital of Brooklyn................ Brooklyn 
Rockaway Beach Hospital.................... Rockaway Beach 
Oklahoma 
ee ee ee eee Chickasha 
PI SIE kk es he odie Rees See ves wes Oklahoma City 
Oregon 
Seen NS TIMI, 65 5 ccc oueiunedas ace wdvnns ee Ontario 
Doernbecher Memorial Hospital for Children.......... Portland 
Pennsylvania 
Detropolitan TIetoual «x56 os i cee tse ieveeses Philadelphia 
Vermont 
3rattleboro Memorial Hospital..................... Brattleboro 
Virginia 
Rockingham Memorial Hospital.................. Harrisonburg 
Wisconsin 
IE es cio ce coon aie ee knrsie se d5esneks Medford 
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was satisfactory 
until 


| smmgeegengee Me " 
SOLED pars sONg LS 
a 


came along. 





But they're out of 


date today! The 
Modern Hospital 


uses the modern way 


LEVERNIER 


PORTABLE FOOT PEDAL 
SOAP _ DISPENSER 


and 


Germa- Medica 


AMERICA'S FINEST SURGICAL SOAP 


THE SINGLE a Levernier Portable Foot Pedal Soap Dispensers are 
Furnished Without Charge to Hospitals Purchasing 


ive is 4 ““Germa-Medica”’ Surgical Soap. 


-_ Fy a 














HOSPITAL DEPARTMENT 
The HUNTINGTON LABORATORIES 


HUNTINGTON, IND. 
» 
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APPLICATIONS FOR PERSONAL MEMBERSHIP 


August 25 to December 27, 1933 
Alabama 


Rockhill, E. G., asst. to supt., Hillman Hospital, Birmingham. 


Colorado 


Humphrey, Mabel, dir. nursg., St. Luke’s Hospital, Denver. 


Georgia 
Branham, Helen, supt., Ware County Hospital, Waycross. 
Foy, Viola, diet., Piedmont Hospital, Atlanta. 
Mayer, Mrs. S. F., diet., Georgia Baptist Hospital, Atlanta. 
Illinois 
Harris, M. L., M.D., secy. bd. trustees, Henrotin Hospital, Chicago. 
Patterson, G. F., dir., Paris Hospital, Paris. 
Indiana 


Rose, Sister, R.N., superior, St. Vincent’s Hospital, Indianapolis. 
Sheppard, Ileda O., supt., Bundy-Keefe Hospital, Earl Park. 


Maryland 
Robinson, Mrs. W. Champlin, pres. bd. mgrs., Union Memorial Hospital, 
Baltimore. 
Massachusetts 
Superior, Sister, Farren Memorial Hospital, Montague City. 
Minnesota 
Engel, Lucille, R.N., supt., Western Minnesota Hospital, Graceville. 


New York 


Baehne, G. W., methods research dept., International Business Machines 
Corporation, New York. 

Hicks, Emily J., R.N., exec. secy., New York State Nurses Association, 
New York. 

Ross, S. B., M.D., res. phys., Hotel Roosevelt, New York. 


Ohio 
Luke, Sister M., supt., Gill Memorial Hospital, Steubenville. 
Inman, Luella C., supt., Community Hospital, Perrysburg. 
Gee, H. M., supt., Van Wert County Hospital, Van Wert. 
Allen, Wm. R., asst. supt., Flower Hospital, Toledo. 
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The new A LONAL 


NEW BULK BOTTLES 


Prices quoted on direct purchase 
_ 


Bottle of 500 Dee arose iaden iene csetatoattioatawe $12.75 
Bottle of 1000 etc ses aaa austen 
Lots of 5,000 less 5 per cent 
Lots of 20,000 less 10 per cent 
Lots of 50,000 less 15 per cent 


HOSPITAL DEPARTMENT 
HOFFMANN-LA ROCHE, Ine., Nutley, N.J. 
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OFFICERS OF NATIONAL, STATE, AND PROVINCIAL 
ASSOCIATIONS 


Alabama Hospital Association 
President—J. E. Oliver, Alexandria, La. 
Secretary—Mrs. Ida Inscor, Moody Hospital, Dothan. 
Alberta Hospital Association 
President—A. T. Stephenson, Municipal Hospital, Red Deer. 
Secretary—T. Cox, Edmonton. 
American Association of Hospital Social Workers 
President—Elizabeth G. Gardiner, University of Minnesota, Minne- 
apolis. 
Secretary—Helen J. Almy, Colorado General Hospital, Denver. 
American Occupational Therapy Association 
President—Joseph C. Doane, M.D., The Jewish Hospital, Philadelphia. 
Secretary—Mrs. Eleanor Clarke Slagle, 175 Fifth Ave., New York City. 
American Protestant Hospital Association 
President—Charles S. Pitcher, 1521 Spruce St., Philadelphia. 
Secretary—Frank C. English, D.D., 3233 Griest Ave., Cincinnati. 
Arkansas Hospital Association 
President—Rev. John J. Healy, Diocesan Director of Catholic Hospitals, 
2500 Gaines St., Little Rock. 
Secretary—Regina Kaplan, Levi Memorial Hospital, Hot Springs. 
British Columbia Hospitals Association 
President-—J. M. Coady, St. Paul’s Hospital, Vancouver. 
Secretary—J. H. McVety, Vancouver. 
Canadian Hospital Council 
President—F. W. Routley, M.D., Toronto. 
Secretary—G. Harvey Agnew, M.D., 184 College St., Toronto. 
Catholic Hospital Association 
President—Rev. Alphonse Schwitalla, S.J., 1402 S. Grand Blvd., St. 
Louis. 
Secretary—M. R. Kneifl, 1402 S. Grand Plvd., St. Louis. 
Children’s Hospital Association 
President—Robert B. Witham, Children’s Hospital, Denver. 
Secretary—Agnes O’Roke, Kosair Crippled Children’s Hospital, Louis- 
ville. 





Colorado Hospital Association 
President—Guy M. Hanner, Beth-E1 Hospital, Colorado Springs. 
Secretary—William S. McNary, University of Colorado Medical School 
and Hospital, Denver. 
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Case History Storage Files 


HIS NEW STORAGE 

FILE solves the problem 
of storing patients’ charts 
economically. 


LOWERS THE COST OF 
STORING TO LESS THAN 
A HALF A CENT PER 
CHART. 


It will hold 50 average 817 x 11 
charts. 

Size 934” high, 7” wide and 
1554” deep to hold standard 
filing envelopes or folders. 





No. 1002 File Made of strong fibreboard. 
Will keep charts clean and dry. 


Printed space on front for Chart 
Numbers. 


Wte for Circular No. 1510-A 


PHYSICIANS’ RECORD CO. 


The Largest Publishers of 
ef Hospital and Medical Records i) 


161 W. Harrison Street Chicago, Illinois 
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Connecticut Hospital Association 
President—Allan Craig, M.D., Charlotte Hungerford Hospital, Torring- 
ton. 
Secretary—Lucy Abbott, William Backus Hospital, Norwich. 
Department of Hospital Service, Canadian Medical Association 
Secretary—G. Harvey Agnew, M.D., 184 College St., Toronto. 
Florida Hospital Association 
President—Walter A. Weed, M.D., Morrell Memorial Hospital, Lake- 
land. 
Secretary—l'red M. Walker, Duval County Hospital, Jacksonville. 
Georgia Hospital Association 
President—Robert Hudgens, Emory Univ. Hospital, Emory University, 
Ga. 
Secretary—W. D. Barker, Georgia Baptist Hospital, Atlanta. 
Hospital Association of the State of Illinois 
President—Clarence H. Baum, Danville. 
Secretary—Maurice Dubin, Mt. Sinai Hospital, Chicago. 
Indiana Hospital Association 
President—Edward Rowlands, Martha Washington Hospital, Chicago. 
Secretary—A. G. Hahn, Protestant Deaconess Hospital, Evansville. 
Iowa Hospital Association 
President—Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Secretary—E. C. Pohlman, University Hospital, Iowa City. 
Kansas Hospital Association 
President—Rev. John E. Lander, Wesley Hospital, Wichita. 
Secretary—Rev. John T. Axtell, Axtell Christian Hospital, Newton. 
Kentucky Hospital Association 
President—Lake Johnson, Good Samaritan Hospital, Lexington. 
Secretary—Edward J. Murray, M.D., Julius Marks Sanatorium, [ex- 
ington. 
Louisiana Hospital Association 
President—Basil C. MacLean, M.D., Touro Infirmary, New Orleans. 
Secretary—Harriett L. Mather, Southern Paptist Hospital, New Orleans. 
Maine Hospital Association 
President—T. A. Devan, M.D., Eastern Maine Gen. Hospital, Bangor. 
Secretary—Margaret A. Hebert, Gardiner Hospital, Gardiner. 
Manitoba Hospital Association 
President—J. H. Metcalfe, Portage la Prairie. 
Secretary—G. S. Williams, M.D., Children’s Hospital of Winnipeg. 
Michigan Hospital Association 
President—E. T. Olsen, M.D., Receiving Hospital, Detroit. 
Secretary—Robert G, Greve, University Hospital, Ann Arbor. 
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If you ean’t inerease business 
you e€am cut expenses 


bc THERMOSTAT 






CONTROL 
VALVE 








The Powers Thermostatic 
Radiator Valve with wall 
type thermostat. Requires 
no compressed air or elec- 
tricity. Easy to install in 
either old or new buildings. 








If your heating or ventilating system is being controlled 
by hand or by some system of control that is not working | 
properly, you are losing hundreds and possibly thousands ‘vate, | HA 
of dollars through OVER-heating. | {| | Waal 


CONTROL 


Why not take steps now to make a decided reduction in 
the cost of heating your buildings during the coming 
heating season with Powers Automatic Temperature Con- 
trol? | ~  THERmostaTs 








Some users state that fuel savings alone pay back its cost The Powers Thermostatic 
the first year—others report two to three years. As Pow- Radiator Valve with bulb 
ers Control often gives 15 to 20 years of Accurate, De- *¥P¢ thermostat. 

pendable regulation without repairs, it is a very profit- 

able investment. @ 

One of the many popular types of Powers temperature 

control is illustrated here. Upon request we shall be glad __THERMOSTIATIC RADIATOR VALVE 

to study your requirements and submit an estimate cov- ] mn mM 
ering the type of control best suited for your particu- on (HI ll UU LULL ¢ 
lar requirements. 


Write today for Estimate 


The Powers Regulator Co. JI/Ee=== 











UUUUU 

















IF 
i 
40 Years of Specialization in Temperature Control THERMOSTAT BULB” 
2735 Greenview Ave. Chicago 7 Ronee. Thermewtatis 
adiator aive wi u 
231 E. 46th St. ? ate New York type thermostat controlling 
Offices in 43 Cities concealed radiator. 
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Mid-West Hospital Association 
President—Frank J. Walter, St. Luke’s Hospital, Denver. 
Secretary—Walter J. Grolton, St. Louis Hospital No. 1, St. Louis. 


Minnesota Hospital Association 
President—J. G. Norby, Fairview Hospital, Minneapolis. 
Secretary—A. M. Calvin, Midway and Mounds Park Hospitals, St. Paul. 


Mississippi Hospital Association 
President—R. J. Field, M.D., Field Memorial Hospital, Centreville. 
Secretary—Leon S. Lippincott, M.D., Vicksburg Sanitarium, Vicksburg. 


Missouri Hospital Association 
President—Walter J. Grolton, St. Louis City Hospital No. 1, St. Louis. 
Secretary—V. Ray Alexander, 4602-A Cleveland Ave., St. Louis. 


Montreal Hospital Council 
President—L. A. Lessard, M.D., Notre Dame Hospital, Montreal. 
Secretary—A. L. C. Gilday, M.D., Montreal General Hospital, Western 
Div., Montreal. 


National Association of Nurse Anesthetists 
President—Mrs. Gertrude L. Fife, 2065 Adelbert Road, Cleveland, 
Ohio. 


New Brunswick Hospital Association 
President—S. R. D. Hewitt, M.D., General Hospital, St. John. 
Secretary—Fred I. Haviland, Box 897, Fredericton, N. B. 


New England Hospital Association 


President—Scott Whitcher, St. Luke’s Hospital, New Bedford, Mass. 
Secretary—Albert G. Engelbach, M.D., Massachusetts General Hospital, 
Boston. 


New Jersey Hespital Association 
President—Marie Louis, Muhlenberg Hospital, Plainfield. 
Secretary—Charles F. Dwyer, Newark City Hospital, Newark. 
Hospital Association of the State of New York 


President—Thomas T. Murray, Memorial Hospital, Albany. 
Secretary—Carl P. Wright, General Hospital, Syracuse. 


North Carolina Hospital Association 


President—H. A. Newell, M.D., Maria Parham Hospital, Henderson. 
Secretary—Maynard O. Fletcher, Tayloe Hospital, Washington. 
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Have You Read the Latest about 

















A wealth of new and interesting information pertain- 
ing to the Spring-Air Mattress has just been published 
in booklet form. Because of the preference which the 
hospital field has shown for Spring-Air, this new liter- 
ature should be on file in every Superintendent’s office. 
Now isa particularly good time to bring your mattress 
file up-to-date, and it is suggested that the coupon be 





a . used to bring the 
Spring-Air provides that Healing Rest 


which is so essential as a_ therapeutic latest data regard- 
measure — use the coupon for the 


facts. ing Spring-Air. 






SAR 


SHO, _-— MASTER BEDDING 

IN ie ‘ y MAKERS of AMERICA 
SS SS iil -  Secretary’s Office: 
pO ALT Holland, Michigan 





The Secretary, 
MASTER BEDDING MAKERS OF AMERICA, 
Holland, Michigan. 


Please send the new Spring-Air literature for our files. 
Hospital Name ...........cccccccccccccccercecccccccsecnecssecececences 
DG ee ee rec COT err eree le Crt EC 


GUPEFINtENMENt occncsicic nose cee nesvedecwer scenes nsisnisncensecenceaane 
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Northwest Hospital Association 
President—J. W. Efaw, 5027-42 S. W., Seattle, Wash. 
Secretary—Rev. Axel M. Green, Emanuel Hospital, Portland, Ore. 
Hospital Association of Nova Scotia and Prince Edward Island 
President—Rev. H. G. Wright, Inverness, N. S. 
Secretary—Ann Slattery, B.A., R.N., Dalhousie University, Halifax, 
N.S. 
Ohio Hospital Association 
President—B. W. Stewart, Youngstown Hospital, Youngstown. 
Secretary—A. E. Hardgrove, Akron City Hospital, Akron. 
Oklahoma Hospital Association 
President—A. J. Weedn, M.D., Weedn Hospital, Duncan. 
Secretary—R. L. Loy, Jr., Oklahoma City General Hospital, Oklahoma 
City. 
Ontario Hospital Association 
President—Brig.-Gen. C. M. Nelles, Niagara-on-the-Lake. 
Secretary—F. W. Routley, M.D., 410 Sherbourne St., Toronto. 
Hospital Association of Pennsylvania 
President—Jessie J. Turnbull, Elizabeth Steel Magee Hosp., Pittsburgh. 
Secretary—Howard E. Bishop, Robert Packer Hospital, Sayre. 
Hospital Association of Rhode Island 
President—Harry L. Barnes, M.D., State Sanatorium, Wallum Lake. 
Secretary—Helen M. Blaisdell, Westerly Hospital, Westerly. 
Saskatchewan Hospital Association 
President—Leonard Shaw, Moose Jaw General Hospital, Moose Jaw. 
Secretary—G. E. Patterson, General Hospital, Regina. 
South Carolina Hospital Association 
President—I*. C. Bates, Roper Hospital, Charleston. 
Secretary—H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—H. J. Bartron, M.D., Bartron Hospital, Watertown. 
Secretary—C. W. Carlson, Moe Hospital, Sioux Falls. 
Southern Methodist Hospital Association 
President—Rev. C. W. Webdell, Barnes Hospital, St. Louis, Mo. 
Secretary—Fred Barnett, 406 Wesley Memorial Bldg., Atlanta, Ga. 


Tennessee Hospital Association 
President—C. P. Connell, Vanderbilt University Hospital, Nashville. 
Secretary—B. P. Moffatt, Methodist Hospital, Memphis. 
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BUY 
. “AMERICAN” 
for 1934 





Tomac leadership 
continues to ex- 
pand in Selected 
Products & Service 








eee 


OXYGENAIRE - - - - 


The loyal support from more than 3,000 hospitals has per- 
mitted American Hospital Supply Corporatoin to maintain 
an ever-expanding leadership through the dark days into 
the New Deal of 1934. Our new Home Office in The Mer- 
chandise Mart, the recent opening of a New York Sales 
Office and the introduction of the three following, im- 
proved products during 1933—typifies this leadership. 


During 1933 American Hospital Supply Corporation pio- 
neered the research and marketing of these three leaders: 


OXYGENAIRE - - - The machine that made Oxygen 
Therapy History. 


BAXTER'S INTRAVENOUS SOLUTIONS - - - - 


Modern Intravenous Therapy which is rapidly replacing 
"Hospital made" solutions. 


STERILOMETER - - - The scientific Sterility Gauge 
which eliminates dangerous guesswork. 


We pledge anew our Golden Rule of Service for 1934— 
Selected Products—Progressive Research—Honest Prices. 


BUY "AMERICAN" for 1934. 











AMERICAN HOSPITAL 


TOMAC 





MERCHANDISE MART 108 SIXTH STREET 
CHICAGO PITTSBURGH 


[Selected \wWNy Products| 


315 Fourth Ave. New York City 
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Texas State Hospital Association 
President—J. H. Stephenson, M.D., Parkland Hospital, Dallas. 
Secretary—Joe I*. Miller, Jefferson Davis Hospital, Houston. 
Virginia Hospital Association 
President—W. T. Sanger, M.D., Medical College of Virginia, Richmond. 
Secretary—Lewis E. Jarrett, M.D., Hosp. Div., Medical College of 
Virginia, Richmond. 
Washington State Hospital Conference 
President—-C. J. Cummings, Tacoma General Hospital, Tacoma. 
Secretary—A. C. Jordan, M.D., Harborview Hospital, Seattle. 
Western Hospital Association 
President—J. Rollin French, M.D., Golden State Hospital, Los Angeles. 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 


West Virginia Hospital Association 
President—T. K. Oates, M.D., Martinsburg. 
Secretary—Charles C. Warner, P.O. Box 1828, Charleston. 
Wisconsin Hospital Association 
President—R. C. Buerki, M.D., Wisconsin General Hospital, Madison. 
Secretary—J. G. Crownhart, 119 E. Washington St., Madison. 











THE NURSING SERVICE 


is one of the most important 
services in a hospital. 


The new social order is bringing 
many changes. 


Read about them in 


THE AMERICAN 
JOURNAL OF NURSING 


450 Seventh Avenue 
New York City 


Here is my _ subscription: 
[] | year $3 [] 2 years $5 
Ne 5 ceiaaeeeceens 


I Guia et wio bos 





























The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of © 
any orthopaedic problem that may pre- 
sent itself in the bed care of orthopaedic 
patients. 


Circular will be sent upon request 


FRANK A. HALL & Sons 


118-122 Baxter Street 
NEW YORK CITY 
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Technical Bulletins of the 
American Hospital Association 









NUMBER CONTENTS PRICE 
44 ets er I soo oo os ee eae ee ewes sd ew sewers ones nen n/e 
47 Revort GF Committee OFF TOOT 6 oss. 6 acess che ee ea Sos we ce win eee we Dement .. 50e 
48A Report of Committee on Buildings: Construction, lquipment, and Mainte 
NIA: CE noosa occck.ahe ede ERR RAEN Se Ee bee eee eeNR ee eae s eeee ns 35K 
49 Report of Committee on Laundry HMquipment and Supplies (192 25 
494 Report of Committee on Laundry Equipment and Supplies (192: 25¢ 
50 Report of Committee on Hospital Forms Pertaining to Annual Reports (1922) 25c 
50A Report of Committee on Hospital Forms (1923) 15¢ 
51 Report of Special Committee on Gauze Renovation (19: 25¢ 
51A Report of Committee on Gauze Renovation (1923 25e¢ 
2 Handling of Narcotics in Hospitals not Maintaining Licensed Druggists...... n/c 
PY) Report of Committee on Training for Hospital Social Work.................. 50¢ 
57 Report of Committee on Foods and Equipment for Food Service (1923)...... 25¢ 
58 Special Report of Sub-committee on X-ray Departments and Work.......... 25¢ 
59 FEOBDIEAT WBOVATINS Tim Ok 6.650 56k ea aw cain een tie nalereleeis sie scace delersieue. org Cea e ere n/e 
60 Report of Special Committee Of ClEAMING 6 i664 oie. ccisee vce se rece cecncne se cece 50c¢ 
61 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
TEC o gia: ea a aR ne eerie AP ya Maas Merutarary. tdi (Ae ay ye aray ict Seer erga ere are mare 35e¢ 
62 Report of Committee on Foods and Equipment for Food Service (1924)....... 25e 
66 Report of Committee on Accounting and Records...............cccccececcees 50e 
68 Report of Committee on Buildings: Construction, Equipment, and Mainte- 
MII MN ce Sidra ona ie hea oe hoa ARR eran al rw ati alee ey! > eiesterlosrel Ge ar baa 50e 
69 Report ef Committees on County BROmpRale.. .o...in ccc ccc wesewccecusesees 50c 
73 Report of Committee on Out-—Patient Work (1928). ........ ccs ccccccercccccnes 50e 
76 Report of Committee on Hospital Organization and Management (1930)..... d50C 
77 Report of Committee on Postmortem Examinations (1980)................... d0¢ 
78 Monort OF Taarary COMMAS CIGOT 5k 55 So dic Sisco nd vate cic ee ieee eaed ccs ce ee siels n/c 
79 Report of Out-Pationt Comemssind CIGGO) oon ccc scene cases sccccscawrcsvscessces 50e 
Nit) Report of Committee on Hospital Planning and Equipment (1930)............ 50c 
$1 Report of Committee on Fire Insurance Rates (i931). ......cccccccccscescscecs 50c 
82 Report of Comimtice Of AUtOPRIGR CI9SL) a. cons cadicwwkcevccsscwtcsewceaceess 50ec 
83 Report of Legislative Reference Committee (1931) .............. cece cece eeces 50e 
84 Report of Committee ‘on DNarcories: CIGSE) 6. ne chic eee ste eeeecsrcvaccieesee 50c¢ 
85 Report of Committee on Public Health Relations (1931)...................... 50e 
86 Report of Committee on Hospital Planning and Equipment (1931) ............ 50e 
87 Report of Out-Pationt Commitee CIO) occ ces ccccvcdcwveccsccccecacvewnee 50c 
88 Report of Committee on Hospital Organization and Management (1931)...... 50e¢ 
89 Report of Committee on Employees’ Retirement (1951)...............cc eee e ee 50¢ 
90 Report of Committee on Simplification and Standardization of Furnishings, 
TI, GE TE, ORGS E Doe cc ce reeks hn etassentuesevcseenes 50¢ 
91 Report of Committee on Workmen’s Compensation and Liability (1931)...... 50e 
93 Report of Committee on Hospital Planning and Equipment (1932) ........... 50e 
94 Report of Legislative Reference Committee (1932) ........... cc cece cece ee eees 50¢ 
95 Report of Committee on Nomenclature in Uniform Staff Organization (1932). 50¢ 
96 Report of Committee on Bed Occupancy of Hospitals (1982) .................. 50e 
97 Report of Commilttec On AUtODSIES: CEOGZ)  o.oi65i6 os kcccscieeee os sists ee neescdeece 50e¢ 
99 Report of Committee on Employees’ Retirement (19382) ............. 0... cee d50e 
100 Report of Committee on Clinical Records (1932) ...............cccccccccvccons 500 
102 Report of Committee on Fire Insurance Rates (1932)..............cccecccccs 50c 
104 Report of Committee on Simplification and Standardization of Furnishings, 
SUPHUCE, NG TUNGMEPMAONE CHOBE a o-o-6.6 66:00:64 .0:0's: doe. 5418 046.0866 Ceaes deweenbcce 50c 
105 Report of Committee to Study Reports of Committee on the Costs of Med- 
SSSA SACHS IMR a5 oc or co Tatar ons oe NN Wer asd ONE we Decal Slat ad eonb rare Siete acd wash Olgsera Ses OD 50e 
106 Report of Out-—Patient Comisittes (i952) occ kc cece eidcce nvdied soecccuewesewes 50c 
107 Report of Committee on Hospital Organization and Management (1932)..... 50c 
108 Report of Committee on Hospital Planning and Equipment (1933)............ 50c 
109 Report of Legislative Reference Committee (1933) .......... cc ccc cece cece cece 50c 
110 Report of Committee on Hospital Income and Bed Occupancy (1933)........ 50¢ 
111 Beport of Committee on AWtOpGles CIGEB)..«..6 civics cc scccéctcsencecvccecocves 50e 
112 Report of Committee on Employees’ Retirement (1933)...................... 50c 
113 Report of Committee on Clinical Records (1933).........cccccccccccccccencece 50¢ 
114 Report of Committee on Workmen’s Compensation and Liability Insurance 
MSO! eine aia ere ees eres Wi See BEA TIERS. Bis MOPS COTE Orsi G F bik Rae Reel See eno se Neloaes 50c 
115 Report of Committee on Simplification and Standardization of Furnishings, 
PRIDE. -ThENA IU CIIEITIO TNE CUO) 5/00. 6: 5.5-0r0:050 wi one 104-6 bine 4-060 4.6.0.0) ee lee.viee ceces 5 
116 Report of Committee to Study Reports of Committee on the Costs of Medical 
MOAR Uae): o. 0.509616. for caro-o Se Ewe SANE OU ALOCE. Sib"! py whacue Dialh. ele iUs isons noir kha valde OIG 50e 











CLASSIFIED DIRECTORY OF ADVERTISERS 
MECHANICAL EQUIPMENT 


Thermostats, Heat Control 


POWGRG> Bremnn atone Cee 6S. eels Sas 5 ee a at eee ei a 151 
Valves, Thermostatic Water Mixing 

OWENS: eemislaterr Ciacci ds woe ae eee 151 

GENERAL FURNISHINGS AND SUPPLIES 

Beds 

palit Set Sons; nbeeanile Aes ec Sais Sar ea ee See teeta ne ans ene a eS 157 
Cleansing Agents 

Erunturaten, Bahoratécies,. Ine s2s 5 oosers casa edsen + ane cyasee 145 
Cushions, Bed 

Reger Ger Chanlees2. Ps ii6 rs ia 2 aalasts Sea tetas abe Ae oe eee eee 153 
Disinfectants, Deodorizers 

Eruitwioton Laboratories: Ine... «occ is ses cece ccdeccuwsnceescacev agadie 145 
Dispensers, Soap 

Froiimnetom. Eaporatories.. Wns .s60 ssca se hehe nts Soe aca veye eh eaneee 145 
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Precision methods govern every step 
in the preparation of D&G Sutures. 


They are always dependable. 
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Cool, Soft, Inpenetrable— 


EVERCOMFORT SUDANETTE 


Has a Multitude of Uses in Hospitals 


VERCOMFORT RUB- 
BERIZED SUDAN- 
ETTE has unique ad- 

vantages in hospital service. It 
is a thin, cool fabric woven as 
fine as silk—soft to the touch, 
lustrous to the eye. It is weld- 
ed on one side with a special 
rubber compound—which seals 
the fabric but does not impreg- 
nate it. Evercomfort Sudan- 
ette will not mildew or mold. 
It is tub-fast and non-shrink- 
able. With proper care it can 
be washed and ironed. It will 
not crack, check or peel in con- 
stant hospital use. 


Evercomfort Sudanette has, 
indeed, a multitude of uses in 
hospitals. It is a material that 
offers ample protection against 
moisture, urine, drainage, alco- 
hol and most antiseptics. Yet 
it is light and flexible. It be- 
comes more attractive each time 
it is laundered. A square yard 
of it weighs only 4!/2 ounces, 
but is tougher and more durable 
than other materials of far 
more weight. 

Send us your order for 15 
yards (minimum roll) in one or 
more widths and prove its de- 
sirability, economy and real 








Thus it has both 
the advantages of 
a rubber sheet and 
a cotton sheet 
combined — the 
impenetrability of 
the former and the 
lightness and cool- 
ness of the latter. 
It is never hot or 
sticky. 


Quality Is Economy 


Here are a few uses for EVER- 
COMFORT RUBBERIZED SUDAN- 
ETTE: Sheets, pillow cases, draw 
sheets, operating table covers, 
basinette sheets, bibs, diapers, 
shower curtains, surgical aprons, 
nurses’ aprons, rubber sleeves, 
patients’ garments, operating 
gowns, surgical dressings and 
stomach pads, 

EVERCOMFORT SUDANETTE is 
as workable as fine cotton goods. 
Purchased by the yard, it can 
be used in your sewing room to 
make garments or accessories 
wherever lightness and coolness 
are desirable at no sacrifice in 

protection agains? moisture. 


Vanufaclured for 


service, in yourown 
hospital. Ever - 
comfort Sudanette 
comes in conve- 


nient 36. 50 and 
63 inch widths. A 
sample will gladly 
be sent on request 
for you to make 
tests and experi- 
ments as you de- 
sire. ORDER Now. 


Evercomfort Sudanette 
“ts three ilems in one” 


W. 1. YOUNG & COMPANY, Exclusive Sales Agents 


WATERTOWN, MASS. 


by 


HOOD RUBBER PRODUCTS CO., Watertown, Mass. 














